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*‘Cobadex’ the new B.D.H. preparation of hydrocortisone B.P.C. in a water )) 
repellent base is particularly indicated in the non-exudative stage of contact )) 
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( dermatitis and eczema. ) 
(( It enables the anti-inflammatory healing action of hydrocortisone to ))) ' 
; proceed while protecting the lesions from the primary irritant. ) 
\ ) I 
mf x’ Py 
OINTMENT (\ 
TRADE MARK }) 
( Hydrocortisone B.P.C., 1 per cent, in a water repellent base. ) ' 
( Basic N.H.S. price, tube of 10 grammes—r1o/- 
| Descriptive literature and specimen packings are available on request. 
(i MEDICAL DEPARTMENT 
(| BRITISH DRUG HOUSES LTD. LONDON N.I ")) 
\\ / Xi Cc 
(ce ) - 
| 
2 . 
—— ne fe 1.% A. ~ | 
THE PROBLEM OF ASTHMA S8s | 
A search for the causative origin of asthma can indeed be a tedious one, but 
always the underlying factor—BRONCHOSPASM—<an be treated immediately 
with FELSOL. Physicians in all parts of the world to which it has been 
introduced, have for years relied implicitly on FELSOL for the instant relief 
, it gives in an attack of asthma, no matter what the basic cause. 
FELSOL acts directly on the bronchial musculature and indirectly 
through the vagus and sympathetic. 
Rapid in action—Prolonged in effect 
Full relief in perfect safety 
Clinical sample and literature on request. 
a BRITISH FELSOL COMPANY LTD., 206/212, ST. JOHN STREET, LONDON, E.C.1 - 
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—New Butterworth Publications 
MODERN TRENDS IN PAEDIATRICS - Second Series 


Ready February. Edited by ARON HOLZEL, M.D., D.C.H., Senior Lecturer in Child Health, University of 
Manchester, and J. P. M. TIZARD, M.A., B.M., B.Ch., D.C.H., Reader in Child Health, University of London. 


70s. net, postage extra. 

A book which is devoted to modern trends should be concerned as much with the advances of the immediate past as 
with those of the future. This is the view of the editors of this second series on paediatrics, and in consequence the 
specialists who have contributed to the book—geneticists, physiologists, virologists. neurosurgeons, statisticians, psy- 
chiatrists and physicists—have discussed significant problems within their specialized fields, speculating freely on the 


developments of the future. 


PRACTICAL ALLERGY 
By M. COLEMAN HARRIS, M.D., F.A.C.P., and NORMAN SHURE, M.D., M.S., F.A.C.P. Pp. xiii+ 


447+ Index. 25 illustrations. 52s. 6d. net, by post Is. 9d. extra. 

Allergy in practice is the clearly defined key-note of this new book. It stresses the importance of careful study of the 
individual. It will clarify and simplify such important subjects as skin testing, the studies concerning foods, pollen, 
drugs; bacterial, physical and insect allergy; allergy extracts; desensitization—all the modern aids for diagnosis and 


treatment of diseases of allergenic origin. 


SYSTEMIC OPHTHALMOLOGY ° Second Edition 


Ready February. Edited by ARNOLD SORSBY, M.D., F.R.C.S. Pp. xii+740+ Index. 273 illustrations. 


4 colour plates. £5 5s. net, postage extra. 
There has been a complete revision of this well-known work in order to bring it into line with current knowledge and 
practice and throughout particular emphasis is laid on the latest methods of treatment with the newer antibiotics. 











BUTTERWORTHS .- 88 KINGSWAY - LONDON, W.C.2 


SHOWROOM: 11-12 BELL YARD ~* TEMPLE BAR ~* LONDON, W.C.2 
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New Book ; 
GYNECOLOGIC SURGERY AND UROLOGY 
By THOMAS L. BALL, M.D. 
547 Pages 161 Full Page Plates Cloth 








Just Ready 


11° x84" Price £7 10s. net 





CLINICAL LABORATORY METHODS AND DIAGNOSIS 
A Textbook on Laboratory Procedures with their Interpretation 
FIFTH EDITION, REVISED 
By R. B. H. GRADWOHL, M.D., D.Sc. 
In Two Vol with a Complete Index of 157 Pages in each Volume 
765 Illustrations and 52 Coloured Plates Cloth 





10” x 62° 2451 Pages Price £14 net 


SYNOPSIS OF GYNECOLOGY THE PRACTICE OF MEDICINE 
By ROBERT JAMES CROSSEN, M.D. Edited-by JONATHAN CAMPOSLL. MEAKINS, 


FOURTH EDITION Sixth Edition. 1916 Pages. 318 Illustrations, including 4 in 
74" x5" 255 Pages 132 Ilustrations Cloth Price 40s. net Colour. £6 net 


CLINICAL TOXICOLOGY 
The Clinical Diagnosis and Tr t of Poi 
By S. LOCKET, M.B., B.S., M.R.C.P. (Lond.) 
With Special Sections on 
The Identification and Estimation of Some Common Toxic Substances 
By W. S. M. GRIEVE, M.Sc., Ph.D., F.R.1.C. 
and 
The Identification and Botanical Characteristics of Some of the More Frequently E ‘ed 
By S. G. HARRISON, B.Sc. 

10° x6” xii +772 Pages 27 Wlustrations, including 2 Coloured Plates Cloth 











Poi Plants 





Price £5 5s. net 





THE PREGNANCY TOXAMIAS OR THE ENCYMONIC ATELOSITESES 
By G. W. THEOBALD, M.A., M.D. (Cambridge), F.R.C.S. (Edin.), F.1.C.S., F.R.C.O.G., M.R.C.P. (Lond.) 
With a Chapter on the Adrenal Cortex by JOHN DAWSON, M.B., Ch.B., M.Sc. (Leeds) 
10° x 6” xvi+488 Pages 56 Illustrations Cloth 


134 Gt. Portland Street HENRY KIMPTON London, W.1 


Medical Book Department of Hirschfeld Brothers, Ltd. 


Price 63s. net 





























38 THE LANCET ADVERTISERS’ ANNOUNCEMENTS 1 FEBRUARY 1958 
" i Diabetic Neuropathies 
CASSELL | r Complications involving the nervous 


° system have long been recognized as a 
MEDICA LB O OKS e feature of diabetes. In cases where the 
peripheral nerves are affected, adminis- 
tration of the whole vitamin B complex 
is sometimes advocated. The thera- 
° peutic response to the entire B complex 


INTRODUCTION TO © has been found to be considerably better 
BIOSTATISTICS than to thiamine alone. Although the 


parenteral route is recommended in the 
By Huldah Bancroft, PH.D. early stages of treatment, oral adminis- 








® tration may be sufficient later. 
42/- NET e 
Marmite yeast extract supplies all 
. known factors of the vitamin B complex 
° in a palatable form. It can be incorpor- 


THE SHOULDER ° ated readily in the diabetic diet and, as 


: it contains only a negligible quantity of 
By James Cyriax, M.D., M.R.C.P. carbohydrate, it need not be taken into 
; . the dietary calculations. 


PAPER 5/- NET » 
MARMITE 


yeast extract 


RIBOFLAVIN (vitamin Bz) 1.5 mg. per oz. NIACIN (nicotinic acid) 16.5 mg. per oz, 
MARMITE LIMITED, 35, SEETHING LANE, LONDON, E.C.3. 
— 5610 








35 Red Lion Square, London, W.C.1 



































CRYSTAL IMPLANTATION 
is most easily carried out 

by the Cannula method using 
fused cylinders of steroid hormones 





PRODUCTS INDICATIONS 

OESTRADIOL Natural and artificial menopause, infantilism, 
inoperable prostatic and senile mammary 
carcinoma. 

TESTOSTERONE Male hypogonadism, male climacteric, inoperable 
mammary carcinoma, endometriosis. 

PROGESTERONE Habitual abortion. 

DOCA Addison's disease. 


A complete paper on this subject covering technique, 
principles, and method is available on request. 


ai Cannula sets available in suitable diameters. 


RGANON LasoraToriEs LTD 


BRETTENHAM HOUSE, LANCASTER PLACE, LONDON, W.C.2 
TELEPHONE: TEMple Bar 6785/6/7, 0251 /2/3, 1942/3. TELEGRAMS: Menformon, Rand, London. 
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for the bronchitic 


RESPENYL tablets contain 100 mg. 

guaiacyl glyceryl ether, a highly active 
compound of guaiacol. 

RESPENYL has antiseptic properties, is a potent 
expectorant and liquefies mucus. 

It is indicated whenever it is desired to increase 
expectoration or when the sputum is so viscid 
that it is coughed up with difficulty. 

Infections of the respiratory tract, in particular 
acute and chronic bronchitis, respond effectively 
to 1 RESPENYL tablet every 2 hours, up to 

6 tablets a day. 

Children should be given 2 to 4 tablets daily ‘ 
according to age. 





Literature and samples on request. 


R E S p E N Y L Packings: bottles of 25 and 100 tablets. 


oe Basic N.H.S. Cost: 3/54 for 25 tablets. 


THE CROOKES LABORATORIES LIMITED - PARK ROYAL - LONDON NW10 
TEODOR | | 
hrtroducing... NOWALOCOL 


an /MPROVED antacid preparation 


with greater acid-binding power 


N_ hyperacidity and peptic ulcer, the power of aluminium hydroxide to 

provide reliable buffering is well recognized. 
In ‘“NOV-ALOCOL’ aluminium hydroxide of improved acid-binding power 
is combined with magnesium hydroxide in such proportion that the mixture 
is neither astringent nor laxative. 
‘NOV-ALOCOL’ provides prompt relief because its magnesium hydroxide 
content immediately acts on the excess acid already in the patient’s stomach, 
while the buffering action of the aluminium hydroxide simultaneously pro- 
vides protection against subsequent acid secretion. 
‘NOV-ALOCOL!’ is safe: in the dosage recommended, namely two tablets 
before or after meals according to the lesion, it will induce neither systematic 
alkalosis nor acid rebound. 

Each tablet contains: Aluminium hydroxide 0.375 g.; Magnesium hydroxide 0.125 g.; 
excipient and flavouring q.s. 
PACKS: Bottle of 50. Dispensing Packs of 250 and 500 (P.T. exempt.) 
N.H.S. Basic Price of 50 Tablets is 1/54. 
Sample and literature on request. 
A. WANDER LIMITED, 42 UPPER GROSVENOR STREET, 
GROSVENOR SQUARE, LONDON, W.1. 
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containing Nicotinic Acid B.P. 25 mg. y 
and Acetomenaphthone B.P. H) 

(vitamin K analogue) 7 mg. )) 
DOSAGE. Adults: Two to six tablets ))) 
daily immediately after meals. } 
Children: Half this dosage. ) 


PERNIVIT tablets, basic N.H.S. 
price 2/- bottle of 50. 


Literature and specimen packings are \ 
available on request. ) ) 





(Medical Department) 
THE BRITISH DRUG HOUSES LTD. LONDON N.I 
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4 
EAR WAX Removed this oe 





The removal of wax from the external auditory meatus has, in 

the past, normally entailed attendance by the patient for diagnosis 

and for the prescription of a suitable loosening agent, and a second 
attendance a few days later for syringing. 

Now, by the use of Cerumol Ear Drops, wax can be removed in most 
cases at one visit. A few drops of Cerumol can be instilled into the ear 
and, while another patient is being attended to, the soft cerumen dissolves 
and the harder wax disimpacts. The wax can then be removed by 

gentle syringing or with cotton wool. The wax may even be found 

to run out of the ear on its own accord, in which case patients themselves 
may instil Cerumol at home, obviating further attendances. 

Cerumol is anti-bacterial, non-irritating and harmless to the lining of 

the external auditory meatus or the tympanic membrane. 

Cerumol is included in Category No. 4 of the M.O.H. classified list of 
Proprietary Preparations and may be prescribed 

on N.H.S. Form E.C.10. 





PACKS :—For Surgery Use 10 c.c. 
vial—separate dropper included. (Basic 
N.H.S. price 2/8.) For Hospital Use 
2 oz. and 10 oz. bottles. 





é 


EAR DROPS 
for the easier removal of wax 
If vou wish to test for yourself and have not received recently rs 


CERUMOL 





a 10 c.c. vial, please write or telephone direct to: 


LABORATORIES FOR APPLIED BIOLOGY LTD ~- 91, AMHURST PARK ~- LONDON N.16 + Telephone : STAmford Hill 2252 





5 











THE LANCET ADVERTISERS’ ANNOUNCEMENTS 1 FEBRUARY 1958 





a significant advance in Sulphonamide Therapy 


0 


Just one tablet a day affords 








sustained and effective blood-levels 
wide antibacterial coverage 
adequate urine levels 


effective penetration into cerebrospinal fluid 


1 


Tablets of 0-5 G in bottles of 12, 100 and 250 





3-sulphanilamido.6~methoxypyridazine 


- Parke Davis 


CA 
3 00 my & COMPANY LTD inc U.S.A. 
* Trade Mark » 


Tel. Hounslow 2361 “ten HOUNSLOW MIDDLESEX 
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Elastoplast 


Trade Mark 


as an alternative 
to the conventional 


many-tailed bandage 


When frequent dressings are necessary, the 
following method of applying Elastoplast may 
be used as a substitute for an abdominal many- 
tailed bandage. 

Six pieces, each about 12 inches in length, are 
prepared from a 3-inch wide Elastoplast bandage. 
Tapes are attached as illustrated (Fig. 1), and the 
completed pieces applied to the body from each 
side (Fig. 2). The tapes are tied over the dressing 
covering the wound (Fig. 3). The bandage may be 
applied by one person without disturbing the 
patient. It is easily made, provides adequate 
support and will remain firmly in position. 

The above method is comfortable in use as the 
patient does not have to wear perineal stirrups to 
keep the bandage in place, or to lie on a bandage 
which may become “ rucked-up ” — disadvan- 
tages associated with the flannelette type of 
many-tailed bandage. 


ELASTOPLAST 


Elastic adhesive bandages (Porous) B.P.C. 


Available in 2”, 24”, 3” and 4” widths by 3 yards 


(unstretched). Prescribable on form E.C.10. 


product SMITH & NEPHEW LTD 


























Elastoplast 





- WELWYN GARDEN CITY: HERTS 
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...and in correcting an iron deficiency anaemia, 
it is to be noted that many iron salts give rise to 
irritation of the intestinal mucosa. Even for 
that reason alone Ferromyn ( ferrous succinate) 
is the most suitable method of administering 
iron; it is readily absorbed and has by far the 
highest utilisation co-efficient of the various 
iron salts available. Ferromyn hgs been fully 
demonstrated to have a superior clinical and 
haematological response in the treatment of 
iron deficiency anaemias of pregnancy, in 
infancy and... 


FERROMYN 


for speedy oral correction of all 
iron deficiency states 


FERROMYN TABLETS AND ELIXIR 
Each tablet /teaspoonful contains 
Ferrous Succinate 150mg 
FERROMYN ‘3’ TABLETS AND ELIXI» 
Each tablet teaspoonful contains 
Ferrous Succinate 150mg 
Aneurine Hydrochloride lmg 
Riboflavin l1mg 
Nicotinamide 10mg 


CALMIC LIMITED Crewe - Crewe 3251-5 
London: 2 Mansfield Street - W1 - Langham 8038-9 
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Keeping the fluid 
level under control 





DiamMox Acetazolamide is now established as the 
rational choice among diuretics. From the patient’s 
viewpoint, D1amox is the most convenient of diuretics, 
being effective orally and giving an unusually rapid 
response. Equally important, D1amox is safe. It is 
non-mercurial, virtually non-toxic, and non-cumu- 
lative in body tissues. It is thus suitable for long-term 


therapy in the control of body fluid. 


MAIN INDICATIONS: CARDIAC OEDEMA - GLAUCOMA - EPILEPSY 
TOXAEMIA AND OEDEMA OF PREGNANCY - PREMENSTRUAL TENSION 


DIAMOo>»x*€< 


ACETAZOLAMIDE * REGD. TRADE MARK 


ORAL TABLETS 250 mg. Bottles of 25, 100 and 1,000 
PARENTERAL Vials of 500 mg. Acetazolamide Sodium 


LEDERLE LABORATORIES DIVISION 


Cyanamid OF GREAT BRITAIN LTD., London, WC.2 
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Bronchitis or Asthma? 


Regular administration of Franol through the winter will usually keep 
the chronic bronchitic patient free from acute attacks. 

In Bronchial asthma Franol is well known as a valuable prophylactic. 

Both the number and severity of attacks are reduced and the patient’s 
continual fear that an attack may occur at any moment is allayed 

and his confidence restored. 

Franol, which is a combination of a bronchodilator, an antispasmodic 

and a sedative is well tolerated by both adults and children. 


Medical literature is available on request. 


Franol relieves bronchospasm 


Trade Mark 
The basic N.H.S cost of one week's treatment (2 to 3 tabs. p.d.) 94d to 1/24d. 


Tablets : Ephedrine gr 15, theophylline gr. 2, Luminal gr. §. In bottles of 100, 250, 500 and 1000 and tins of 5,000. (S.4) 


Bayer Products Limited 


Neville House, Kingston-on-Thames, Surrey. 


Associated exporting company: Winthrop Products Ltd. 
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WHERE MOTILITY IS HIGH... 





WE Er SEEN" yy TE. 


*Merbentyl’ effectively reduces the hypermotility 


1. ‘Merbentyl’ has a twofold action. It is an 
anticholinergic and it also exerts a direct 
relaxing action on the smooth muscle of 
the gastro-intestinal tract similar to that 
exerted by papaverine. 

2.‘Merbentyl’ is virtually free from the side 
effects associated with the older anti- 
spasmodics, such as belladonna, and is 
more effective. 

3.‘Merbentyl’ is available in tablet form, each 
tablet containing 10 mgm. dicyclomine hy- 
drochloride, or as a pleasantly flavoured 
syrup containing 10 mgm. in each 5 c.c. 
Both forms are available combined with 
phenobarbitone. 


of the gastro-intestinal tract 


‘Merbentyl’ may safely be given to young 
children. Infantile colic responds drama- 
tically to its administration. 

Nervous indigestion, the bane of the 
elderly, responds very satisfactorily to 
‘Merbentyl’ therapy. 

In the treatment of peptic ulceration the 
administration of an antispasmodic to- 
gether with antacids has become virtually 
routine. For this condition a special pre- 


paration ‘Kolantyl' has been formulated. 
(See separate literature) 


DOSAGE Two tablets or two teaspoonsful of syrup three times a day. 


*Merbentyl’ is a registered trade mark /y 
of the Wm. S. Merrell Co., London \ 


errell 
Research 


Distributed in the United Kingdom and Republic of Ireland by 
RIKER LABORATORIES LTD., LOUGHBOROUGH, LEICS. 
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for the woman 


who worries too much— 


Atarax offers this woman a safe way back to a balanced, 
well-adjusted life. Without clouding her consciousness 
or impairing her ability to ‘cope’, Atarax restores her 
peace of mind, gives her an interlude when she can see 
her real situation, assess her troubles accurately, and 
apportion her energies accordingly. Above all, Atarax is 
safe. Even when high dosage is needed it can be given 
without the risk of uncomfortable or distressing side 
effects far from helping the patient, merely 
leave her more 






as pe grill 









ATARA 


ole tale Me) Mab delge) 62 4ii 4 


DOSAGE AND ADMINISTRATION. The dosage of 
Atarax may be varied widely, depending on the condition of 
the patient. Atarax should be administered in divided doses 
throughout the day with meals. 

ADULTS. One 25 mg. tablet three or four times daily at 
appropriate intervals. More serious cases under psychiatric 
supervision may require doses of 150 mg. to 300 mg. daily. 
The dosage may be gradually decreased until the minimum 
effective maintenance dosage for the individual is reached. 
CHILDREN. From 3 to Io years of age, one or two 10 mg. 
tablets, or teaspoonfuls of Syrup two to four times daily. 
Atarax tablets, 10 mg. and 25 mg., in bottles of 20 and 100. 
Atarax Syrup, each teaspoonful (5 ml.) containing 10 mg. hydro- 
xyzine, in 4 fi. oz. bottles. 


PFIZER PHARMACEUTICALS 


Manufactured at Sandwich and processed at Folkestone, Kent 


* Registered Trade Mark 063/P 
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pleasant-tasting 


WUEKEKe 





liquid 










vitamin 


supplement 


Children take Paladac without fuss 


or bother because it “tastes good”’. 


Mothers like to give it because Paladac 
is readily accepted, flows freely, needs 
no refrigeration, and may be added to 


milk, fruit juice and other foods, or taken 





direct from a teaspoon. 


Doctors can prescribe Paladac with 


Primarily intended for the 3-10 age- 


confidence since it provides a reliable 


daily source of vitamins—one 4 c.c. tea- group, Paladac is equally suitable for 


spoonful supplies 7 vitamins in amounts adolescents and adults where liquid 


exceeding minimum daily vitami medication may be preferred. 
requirements. Paladac is supplied in bottles of 4 and 16 fl. ozs. 


Each teaspoonful (4 c.c.) contains:— Vitamin A 5,000 units, Vitamin D 1,000 units, Vitamin B, (Aneurine Hydrochloride) 3 me., 
Vitamin B, (Riboflavin) 3 mg., Vitamin B, (Pyridoxine Hydrochloride 1 mg., Nicotinamide 20 mg., Vitamin C (Ascorbic Acid) 50 mg 


cAy 


« 
‘ 


¥ 
vase” 


Parke, DaviS & COMPANY, LTD. (inc.uSA) Hounslow, Middlesex. Tel: Hounslow 2361 
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Fic. 1. “ But X-ray study at this time still revealed 
the ulcer niche.” 


PRO-BANTHINE’ IN ULCER HEALING 


Fic. 2. In ten weeks “ the niche was no longer 
visible radiologically or gastroscopically.” 


Clinical Report on Pro-Banthine 


The case-history below of ulcer on the gastric side of gastro- 
jejunal stoma reveals significantly the high potency in low dosage 
of the well-tolerated anti-cholinergic agent, Pro-Banthine. 


M. D., female, age 48, had a posterior gastro- 
jejunostomy fourteen years previously for duodenal 
ulcer. Nine months prior to her first visit severe 
intractable pain recurred and a subtotal gastrectomy 
was performed at another hospital. She remained 
well for a few months and then because of recur- 
rence of severe pain and marked weight loss, she 
was referred for treatment. X-ray study revealed 
a large ulcer niche on the gastric side of the anasto- 
mosis. Antacids and sedatives gave no relief from 
pain. She was given 45 mg. of Pro-Banthine four 
times a day and within seventy-two hours was able 
to sleep through the night for the first time in weeks. 
After two weeks of Pro-Banthine treatment the 
patient felt completely well, but X-ray study at this 
time still revealed the ulcer niche (Fig. 1). After 
a further ten weeks’ treatment the niche was no 
longer visible radiologically or gastroscopically 


SEARLE 
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(Fig. 2). In the five months prior to the report 
she was maintained on 30 mg. of Pro-Banthine four 
times daily without any recurrence of symptoms. 

Pro-Banthine is the safe, potent anti-cholinergic 
agent which effectively controls excessive para- 
sympathetic activity in the gastro-intestinal and 
genito-urinary tracts. 

Pro-Banthine tablets containing 15 mg. of pro- 
pantheline bromide are available in bottles of 40, 
100 and 1000 tablets. 

Parenteral Pro-Banthine is available in vials 
containing 30 mg. of propantheline bromide as a 
dry sterile powder, in boxes of 6 and 25 vials, for 
injection where needed. 

Pro-Banthine with phenobarbitone tablets (15 mg. 
of each) are available in bottles of 40, 100 and 
1000 tablets. G. D. Searle and Co. Ltd., High 
Wycombe, Bucks. Telephone : High Wycombe 1770. 


* Registered Trade Mark 
PB : P97 
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The intravenous injection that ‘buys’ time 


for your patients in 


Severe shock 

Overwhelming infection rs 
Burns 

Allergic emergencies 


INTRAVENOUS EF-CORTELAN 


TRADE MARE 
(hydrocortisone hemisuccinate Glaro) | 


New, water-soluble ester of hydrocortisone for injection 
in small volume when a rapid, intensive response is required. 


When time is at a premium Intravenous Ef-Cortelan is priceless. 

It helps the patient ‘“‘hold-out” until other therapeutic or resuscitative measures 
can be employed. The injection can be completed in 30 to 60 seconds 

—the effect develops rapidly and usually lasts from 4 to 8 hours. 


THE COMPLETE PACK: in a single dose vial. 100 mg. of hydrocortisone 
as freeze-dried hemisuccinate sodium —fastest acting form of the hormone 
2 cc. Water for Injection in an easy-to-open snap-top ampoule 





GLAXO LABORATORIES ULTD., GREENFORD, MIDDLESEX BYRON 3434 
Subsidiary Companies or Agents in most countries. 


Makers of ALL you need for corticosteroid treatment 
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Bellergal tablets 

were carried 

to the summit of Everest 

by the members of 

the 1956 Swiss Expedition 
and widely used to counteract 
the psychosomatic effects 


of stress at high altitudes. 


Belliergal 
BY SANDOZ 


is effective at all levels (central, 
sympathetic, parasympathetic ) 
in the symptomatic treatment 
of a wide variety 


of psychosomatic disorders. 





0.1 mg. total alkaloids of belladonna 
0.3 mg. Ergotamine Tartrate B.P. 
20 mg. Phenobarhitone B.P. 





Original Everest Expedition photograph 
kindly supplied by the 
Swiss Foundation for Alpine Research 


Sandoz Products Limited 23 Great Castie Street 


| 

| 

| 

| 

| 

| 

| Sandoz House 
| 

| 

| 

| London, W.1 
| 

| 

| 
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1/M INJECTIONS 
IV INJECTIONS 
NASAL SOLUTION 


OTIC SOLUTION 


ORAL SUSPENSION ba 


’ DROPS 


VAGINAI TABLETS 


TOPICAL POWDER 


Terramycin 


brand of oxytetracycline 


— AN EXPANDING PATTERN OF USEFULNESS 


Since the introduction of Terramycin a tremendous body of 
evidence has been published about this outstanding broad- 
spectrum antibiotic. Today, its value is known and established 
in almost every type of disease where infection is a factor. 
Following the course of this development we have introduced a 
wide variety of dosage forms, so that the clinical effectiveness of 
Terramycin should be enhanced by convenience and accepta- 
bility of presentation. 

The very bulk of the available evidence becomes almost an em- 
barrassment to the busy practitioner who—having accepted the 
clinical value of Terramycin—wants a concise picture of indica- 
tions, dosage, therapeutic effect, and possible side effects, in some 
specific condition. To overcome this problem we are preparing a 
series of brief monographs on the use of Terramycin in specific 
groups of indications. The first of these, ‘Terramycin in the treat- 
ment of Bronchitis and Bronchiectasis’, will be available shortly. 


PFIZER PHARMACEUTICALS 
Manufactured at Sandwich and processed 


067/P at Folkestone, Kent 






OPHTHALMIC SOLUTION 


TABLETS 





WHERE A BROAD-SPECTRUM 
ANTIBIOTIC IS INDICATED 


‘Terramycin 


PROVED CLINICAL EFFECTIVENESS 
WIDE MARGIN OF SAFETY 
COMPLETE RANGE OF DOSAGE FORMS 


* Registered Trade Mark 
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For home massage 
and relief of local 
rheumatic pain 


Algesal is unique in containing 
no counter-irritant. It is suitable for 
repeated application by the patient 
at home, since it will not irritate or 
redden the skin. 

The single, active ingredient is a 
non-irritating, skin-penetrating sal- 
icylate, carried in a soothing -white 
vanishing cream with a pleasant smell 
of lavender. 





INDICATIONS:  Fibrositis or 
muscular rheumatism, osteoarthritis, 
backache due to lumbo-sacral strain, 
tenosynovitis, frozen shoulder and 
local tissue pain after injury or 
exercise. 


* Tear-off pads of leaflets describing a rational home 
treatment and simple exercises for osteoarthritis of 
the knee are available for handing to patients. Other 
leaflets dealing with lumbo-sacral strain and frozen 
shoulder are also available. Further_leaflets are in 
preparation. 
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Algesal balm gives 
symptomatic relief in | 
osteoarthritis of the knee | 





non-irritating, skin-penetrating 
anti-rheumatic salicylate balm 
10% Diethylamine Salicylate, in a soothing vanishing cream. 


Samples and full descriptive literature will be 
sent on request to the manufacturers 


E.G.H. LABS 
PERU STREET, SALFORD 3, LANCS. 
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Treatment of 


DIABETES 


MELLITUS 


without injections 


Rastinon »Hoechst« tablets provide an oral 
treatment for certain diabetic patients. 
EFFECTIVE A number of patients on small 
regular doses of insulin have been found to be 
suitable for treatment with Rastinon 
*Hoechst* tablets. Clinical work throughout 
the world has shown that approximately a 
quarter of all diabetics can be stabilized on 
Rastinon »*Hoechst¢ tablets. A few of the 
more recent references to the literature are 
given opposite. 

SAFE The selection and stabilization of 
diabetic patients should be carried out under 
strict medical supervision. For those patients 
found to be suitable, Rastinon »Hoechst« 
tablets provide a safe form of therapy and 
many have now been on oral treatment for 
two years. No cases of proven dyshaemopoiesis 
or other serious side-effects due to the drug 
have been reported. 

SIMPLE From 2 to 4 tablets a day are nor- 
mally all that is required to replace the insulin 
with its concomitant syringe, needles, swabs, 
and often nursing assistance as well. The nor- 
mal regime of urine examination and dietary 
control remains necessary. 

Packs: bottles of 100 and 500 tablets. 

The basic price to the National Health Service 
as dispensed from a 500 tablet bottle is 2.97d 
per tablet and the total cost to the National 
Health Service, with all allowances, is less than 
4d per tablet. 

Each tablet contains 0.5 G. of N-Butyl-N’- 
toluene-p-sulphonylurea; (Tolbutamide). 


REFERENCES: 
Clinical Experience with Tolbutamide, Brit. Med. 
J., 1957, 2, 323 
Tolbutamide in Treatment of Diabetes Mellitus, 
Brit. Med. J., 1957, 2, 325 
Editorial—Tolbutamide in Diabetes, Brit. Med. J., 
1957, 2, 343 
Oral Hypoglycaemic Compound, Brit. Med. J. 
1957, 2, 352 
Clinical Studies of the Hypoglycaemic action of the 
Sulphonylureas, Lancet, 1957, 1, 753 


. Metabolism, 1956, 5 (Entire issue) 
“New and Non-official Drugs, J.A.M.A., 1957, 164, 


1333 

Dtsch. med. Wschr., 1956, 81, 823-846 

Dtsch. med. Wschr., 1956, 81, 887-906 

Dtsch. med. Wschr., 1957, 82, 1513-1592 (Entire 


issue) 


RASTINON 


»HOECHST« 


TABLETS 


(TOLBUTAMIDE) 














HOECHST PHARMACEUTICALS LIMITED - SLOUGH 


Distributors in the United Kingdom 
HORLICKS LIMITED - SLOUGH « BUCKS 


eeoeeestvescs«ee#eeee2e7e2e#s#2ee#ess#es4#seess#72e#e?2teeees @ 
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no enema was necessar Vy... 


DULCOLAX, the new evacuantsuppository, 
has recently been the subject of a trial in 
the wards of a geriatric unit.f In 155 cases 
of dyschezia normally receiving enemata, 
an excellent result was achieved in 131 
cases, (84%) when one DULCOLAX sup- 
pository was given. Twelve cases (8%) 
required a second suppository, and the 
remaining twelve (8%) responded to a 
nocturnal aperient followed by a sup- 
pository the next morning. Thus, when 
DULCOLAX was employed, enemata were 
obviated in 100% of the cases treated. 

DULCOLAX, the safe contact laxative, is 
available also as sugar-enteric coated 


tablets for oral administration. 


Brit. Med. J.: (1957), 2: 866 


Manufactured and distributed in the U.K. by Pfizer Lid., Folkestone, Kent, for 


1 FEBRUARY 1958 


c.H. Boehringer Sohn, ingelitheim am Rhein. 


Registered Proprietors of the Trade Mark. *Regd. Trade Mark. 


025/B 
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A new molecular complex of 


chloral hivdrate 
in tablet form 


WELLDORM (dichloralphenazone) tablets are a new molecular compound 

of chloral hydrate and the analgesic, phenazone. The former problems of 
taste, odour and gastric upset associated with chloral hydrate have now been 
overcome by the advent of WELLDORM. Prompt, safe and smooth, 
non-barbiturate WELLDORM tablets are ideal for those whose primary trouble 
is just getting to sleep. WELLDORM tablets initiate, then merge with 

natural physiological sleep. 

There now opens up a vast new scope for the use of chloral hydrate—long 
considered one of the best hypnotics therapeutically. 

Chloral hydrate, as contained in WELLDORM, is one of the safest of all sedatives. 
In therapeutic doses none of the vital functions is affected. Extensive 
clinical investigation has revealed no gastric side-effects when WELLDORM 

has been administered. 

Clinical samples and literature will gladly be sent on request. 


AVAILABILITY: 10 gr. scored tablets in containers 
of 25 and 250. Prescribable on Form E.C.ro. 


Welldorm...... 


FOR SAFE SLEEP 














SN: SMITH & NEPHEW PHARMACEUTICALS LTD. 
? WELWYN GARDEN CITY, HERTS. 
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simpler, swiftér, surer\ 


treatment for eak tafgotio 


‘te of 

< f CHLOROMYCETIN* Ear Drops greatly 

~/ reduce the time and effort entities 

f to treat suppurative otitis media, 

chronic otorrhoea, and infections of 
fenestration and mastoid operation cavities. 
Treatment can be conveniently 
carried out, if necessary in the patient’s home, 
and is effective in a matter of 
days as compared with previous 
techniques requiring long and tedious 


application under close supervision. 





CHLOROMYCETIN........ 
EAR DROPS 10% Fare, Davie 
range ty te 10% in propylene glycol) in 5 ¢.0. mrs rece iii 
wi opper, & bottles of 100 o.c. Telephone Hounslow 2361 
22 
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In the treatment of migraine .. . 





“If ergotamine tartrate 


by itself is not effective, 


* 
Femergin it may be more effective when combined 
TAmere with caffeine, such as Cafergot tablets 


1 mg. Ergotamine Tartrate B.P. 
(ergotamine tartrate 1 mg., caffeine 100 mg.) 
AMPOULES 


0.5 mg. Ergotamine Tartrate B.P./ml. or rectal suppositories . . . 


Catergot If Cafergot tablets 


TABLETS 
1 mg. Ergotamine Tartrate B.P. 
100 mg. Caffeine B.P. 


and rectal suppositories are used 
the initial dose should not exceed 


° SUPPOSITORIES 

2 mg. Ergotamine Tartrate B.P. 

100 mg. Caffeine B.P. 

0.25 mg. total alkaloids of belladonna 
100 mg. isobutylally] barbituric acid 


2 tablets or 1 suppository, 


and the total daily dose should not exceed 


6 tablets or 2 suppositories. 
Dihydroergotamine Some patients develop nausea 


SOLUTION 
2 mg. dihydroergotamine methanesulphonate/ml. 


and vomiting with ergotamine tartrate, 


and the newer preparation 
AMPOULES 


Sms. Ghydsqsspetiatine mothancmmenenasamn. dihydroergotamine methanesulphonate (D.H.E.45) 
is less liable to produce gastric upsets 


but is not so generally effective .. .” 


British Encyclopaedia of Medical Practice, 
Interim Supplement No. 181 — October 1957, page 12 


Al | BY SANDOZ 


* The original Ergotamine Tartrate B.P. 
(marketed outside the British Isles as Gynergen) 


. 








! 

| 

| 

| 

| 

Sandoz Products Limited | 23 Great Castile Street 

| London, W.1 

| 
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“RAUWILOID? 


is essential 
for Hypertension 


‘Rauwiloid’, a purified and standardised fraction of 
Rauwolfia serpentina alkaloids, can be considered a basic 
treatment for hypertension. It lowers blood pressure more 
effectively than phenobarbitone or its combinations with 
theobromine and is less likely to cause depression than 
reserpine. 



















IMPORTANT 





‘Rauwiloid’ may require more than a week for a signi- 
ficant anti-hypertensive effect to develop. Any previous 
treatment, particularly barbiturate, should be gradu- 
ally reduced over this period. 

















In Mild to Moderate Hypertension 


In most cases ‘Rauwiloid’ will provide adequate control by itself. 
Combination therapy is not necessary. 








in Moderate to Severe Hypertension 






When a greater hypotensive effect is required, ‘Rauwiloid’ should be 
combined with veratrum in the form of ‘Rauwiloid + Veriloid’. 
‘Veriloid’ is a biologically standardised alkaloidal extract of Veratrum 
viride. Such a combination with ‘Rauwiloid’ enables adequate doses of 
veratrum to be given for a satisfactory hypotensive response. 
(See detailed literature). 














in Severe or Malignant Hypertension 


‘Rauwiloid’ used in conjunction with ganglionic blocking agents 
enables a smaller dose of the more potent medicament to be used, 
thereby minimising side-effects and decreasing the tendency for 
tolerance to develop. 









*‘Rauwiloid’ is available in 2 mg. tablets in bottles of 60 and 500. 
Dosage, two tablets at night. 


( RIKER ) 
ee at 

*Rauwiloid’ and ‘Veriloid’ are registered trade marks 

Registered Users 


LABORATORIES LIMITED 
LEics. 

















RIKER 
LOUGHBOROUGH, 
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News 


‘DISTAQUAINE’ 


POTASSIUM PENICILLIN V 


a chemically improved form of ‘Distaquaine’ V 


* greater solubility * earlier peak blood levels * faster absorption 
* higher therapeutic concentration 
Each tablet contains the equivalent of 125 mg. penicillin V acid as potassium salt. 
Foil pack of 12 and bottles of 100 and 500 tablets 


Dosage: One or more tablets, depending 
upon the severity of the infection, at four- 
hourly intervals. 


s 
ENGTH 
won 1m TABLET ssid 

CHA 


»yv 1265 
‘pIsTAQUAINE | 
formerly 41 nicillin v acid 
ae. h tablet contains 125 mg..Pe 
Eac 
"Vv 250 
UAINE 
il] be pub- ‘pIsTAQ 40 
aie rmacopoeia 1958 Ww tood that ormerly 2 " penicillin v acid 
The British — 3 and it is unde yipenicillin h tablet contains 250 ms 
‘ re e Eac *v 60 
lished on M@ n Phenoxym of 125 to UAINE h 
raph 0 e range ‘ pisTaQ strengt 
the main V) will atate poe eo reformulated vapiets remain ‘unchanged in 
(pen this reason ™  staquaine : 
250 mg. For © vy 120 and ‘Dis packs >yv 60 
‘pistaquaine ” uaine’ QUAINE plets 
tablets. rmacists may aispense ‘Div ptions for Base 30, 200 and 1,000 ta 
Retail pha. plets against Pp their stocks INE’ Vv 125 a 500 tablets 
V 125 ané a —t strengths wisimilarly until ‘DIsSTAQUAY and bottles of 100 an 
tin d. ck 0 
the discon exhauste obtained, Foil pa 
of the eae “new oa be supplied no ‘DISTAQUAINE” Neth of 100 and 600 tablets 
stocks O° ~ .v 120 and ine’ V. 125 am x of 12 an 
il pac 
‘pistaquaine ting ‘Distaqua 958) 180 43) Fo 
tions § J. ‘ 
prescrip 


250. (M O.H. statement, Pharm. 


THE DISTILLERS COMPANY (Biochemicals) LIMITED 
BROADWAY HOUSE, THE BROADWAY, WIMBLEDON, LONDON S.W.i9 





Tel: Liberty 6600 
Owners of the trade mark ‘DISTAQUAINE ° 


PPH6/58 
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a 

truly 

radical 
reduction 

in 
sulphonamide 


dosage 


Lederky- 














tablet instead of 


The introduction of LEDERKYN Sulphamethoxypyridazine 

has radically changed the pattern of sulphonamide therapy. 

This is the first long-acting antibacterial sulphonamide to 

be offered for clinical use, and it is fully effective ata 

maintenance dosage of only 4 Gm. daily. 

This is a reduction of some seven-eighths as compared with 

the typical sulpha drug dosage i.e. one tablet instead of eight. Improved 
tolerance and a welcome freedom from side effects result 

from this dramatic dosage reduction. Moreover, the swift 
absorptionand efficient diffusion of LEDERKYN lend further emphasis 


toits clinical value- especially in treating genito-urinary infections. 
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Each tablet contains 

ergotamine tartrate 2 mgm. ; 
caffeine (alkaloid) 100 mgm. ; 
cyclizine hydrochloride 50 mgm. 
In bottles of 10 and 100 





today’s new 
MASTER PLAN 
against 
migraine 


The prescribing of ‘ Migril’ makes possible at last a planned 
attack upon the three predominant symptoms of migraine. 
Ergotamine is present at strength in ‘ Migril’ for its specific 
effect upon the characteristic headache and ocular disturbances. 
Caffeine is present too, since it acts as a synergist to ergota- 
mine. Frequently, however, ergotamine tends to evoke nausea 
and vomiting on its own account and can therefore worsen 
these aspects of the condition. For this reason, the potent, 
rapidly acting anti-emetic cyclizine is also included in 
‘ Migril ’—to overcome any tendency to nausea or vomiting, 
whether caused by the ergotamine or by the condition itself. 
And so successfully does cyclizine achieve this aim that truly 
effective oral doses of ergotamine can today be given—by 
means of ‘ Migril’. 
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SUSPENSION 








Calcipen-V Suspension 
is a palatable, 
ready-prepared 







suspension of calcium 
penicillin V, containing 
the equivalent of 60 mg. 
of penicillin V in each 

5 ml. It is supplied in bottles of 60 ml. 

Calcipen-V is also supplied as tablets containing 
the equivalent of 60, 120 or 240 mg. of penicillin V. 
Professional sample and detailed literature 

gladly sent on request. 
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BETWEEN GUESSWORK AND CERTAINTY 
IN PSYCHIATRY * 


AUBREY LEWIS 
M.D. Adelaide, F.R.C.P. 
PROFESSOR OF PSYCHIATRY, UNIVERSITY OF LONDON 


(concluded from p. 175) 

An effect of growing, but excessive, confidence in the 
power of psychiatric treatment is discernible in the 
changing attitude towards those who are delinquent 
or may become so. The recent Royal Commissioners on 
the Law relating to Mental Illness and Mental Deficiency 
assumed that doctors can tell which persons of psycho- 
pathic personality will benefit by treatment, and what 
treatment will be needed; consequently they recommend 
that compulsory powers to force a psychopathic patient 
into hospital should be used only when it is “ clearly 
established ” that he needs a particular form of treat- 
ment, which the hospital in question can provide; they 
recommend more extensive compulsory powers over 
adolescents and young adults who show psychopathic 
personality, because “it is generally agreed that treat- 
ment or training is most likely to be successful if it can 
be given at this stage’. It may well be that both these 
assumptions about the benefits of treatment for psycho- 
paths will turn out to be warranted: but as yet they rest 
on the certainties or the clinical impressions of those who 
took part in the treatment and on unchecked appraisal 
of the association between outcome and treatment. No 
controlled studies, of adequate size, have been carried 
out, and many of the difficulties which have so far pre- 
cluded this were demonstrated in the investigation of a 
cognate problem—whether juvenile delinquents and 
“* pre-delinquents ” benefit from having a kindly older 
person to whom they can turn for friendship and guid- 
ance. Richard Cabot had supposed they would; an 
elaborate inquiry, with well-matched controls, was 
carried out to test his hope. This investigation had nothing 
to do with psychiatric treatment, nor were psychiatrists 
concerned in the analysis of its findings, but it afforded 
a model of honest, hypothesis-testing, longitudinal study 
of the effects of deliberate intervention. It exposed weak- 
nesses in design and execution which can be foreseen 
now and guarded against; it demonstrated that social 
investigations concerned with human beings over a 
period of years cannot be carried out wholly according 
to plan, yet can be made to answer a correctly stated 
question; and it threw light on our ability to predict 
behaviour. Prognosis is more difficult in psychiatry than 
in other branches of medicine, as Kraepelin insisted: 
some psychiatrists, it is true, pride themselves on their 
gifts in this direction, but their complacency usually 
has weak foundations. Criminologists have been in the 
same boat. 

In the Cambridge-Somerville study just referred to, three 
experts in criminology (one of them a psychiatrist) predicted 
what would be the later social adjustment of the 782 “ difficult ” 
or “ pre-delinquent”” boys, aged about 9 years, who were 
reviewed for the study; a similar prediction was made by the 
children’s teachers; and it emerged that there was a correlation 
coefficient of 0-48 between the actual outcome on the one hand 
and the predictions both of the experts and of the teachers on 
* The Bradshaw lecture for 1957, delivered before the Royal College 

of Physicians on Nov. 7. 
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the other. In other words, the predictions were above what 
would occur by chante, but experts in juvenile delinquency 
were no better at predicting what would happen to these 
children than were their school teachers. Moreover, both the 
teachers and the experts predicted more delinquency than 
actually occurred; so if there had been no “ untreated ” group 
for comparison they might have inferred—mistakenly—at the 
end of the investigation that the discrepancy between their 
predictions and the actual outcome was attributable to the 
benefits of thé “ counsellor”? scheme of treament provided 
(Powers and Witmer 1951). 


The ‘most recent and sophisticated prediction study 
is Mannheim and Wilkins’s inquiry into the effects of 
borstal training. Besides constructing prediction tables 
which they validated, they found it expedient, like others 
before them, to provide individual case-studies—i.ec., 
to combine the clinical with the statistical method, in 
order to “‘ demonstrate the variety of factors which, 
combined, may produce the same statistical score; 
to work out a typology of cases related to the various 
score classes; and to make a special study of atypical 
cases, i.e., cases who, in spite of favourable statistical 
scores, actually become failures, and vice versa”’. In their 


‘view the control technique, though in many ways indis- 


pensable, is insufficient as the only method of evaluating 
the diverse patterns and changes in the behaviour of 
individuals (Mannheim and Wilkins 1955). But Mann- 
heim, in expressing this view apropos of the Cambridge- 
Somerville study, concluded that such investigations 
will have to be “‘ in keeping with the experiences of experi- 
mental social science rather than those of medicine ” 
(Mannheim 1953). 

This seems an innocuous conclusion. But it contains 
the chief elements of a vital controversy. Psychiatry 
is, like criminology, a form of applied social science: 
it is also a branch of medicine. If there is an intrinsic 
opposition or sharp difference, as Mannheim implies, 
between the methods appropriate to study of social 
experiments and those of medicine, psychiatry will be 
pulled hither and thither, in a bewildering zigzag. I 
do not believe there is such an opposition; but the litera- 
ture might suggest it—and the progress of psychiatry 
does look a little indecisive and wobbly at times. The 
problem is to be found in the uniqueness, the singularity 
of each individual. 

In the practice of psychiatry, attention must be con- 
centrated on the individual. Because he is unique and 
extremely complicated, he does not seem wholly catchable 
within a scientific net. The succession of events which 
pertain to the medical, as to the social or psychological, 
course of an individual’s life can, it is true, be predicted to 
some extent, and designedly influenced, by applying 
general principles to the historical and observational data 
we have about him: but there is still something over; con- 
sequently intuitive processes often play a large part in 
determining the physician’s prognosis and treatment— 
especially in psychiatry. The doctor’s procedure may 
hardly include at all the strict deductive application of a 
general theory to a particular, narrowly stated case, and 
it differs manifestly from that of the experimental biologist 
who does his utmost to get rid of uniqueness in his experi- 
mental animals. This difference applies to the practice of 
psychiatry. But it does not apply to the psychiatric inves- 
tigator who must concern himself with what is common to 
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human beings, or to classes and subgroups of human 
beings. 
* * * 

The controversy is not between medicine and the social 
sciences, or between medicine and the biological sciences, 
but between two schools of thought within the social 
sciences. Their debate has enlisted some notable disput- 
ants. There is guerilla warfare between the adherents of 
the “ nomothetic ” school, which seeks general laws and 
employs the procedures of the exact sciences, afid the 
“* idiographic ” school, which endeavours to understand 
some particular event. Both approaches, as Gordon Ail- 
port has urged, have value in studying personality... But 
the proportion of idiographic to nomothetic study can be 
excessive: and there can be little question that this has 
been the case in psychiatry. Hence its weakness on the 
very ground where idiographic study should be most 
potent—the understanding of individuals to such a degree 
that their behaviour can be predicted. 

Meehl, in a thoughtful monograph on this matter, collected 
all the published instances in which predictions arrived at by 
the skilled judgment of a clinician were compared, as to their 
correctness, with those arrived at mechanically by someone 
who had not seen the patients but who made appropriate 
calculations. In all but one of the twenty studies examined, 
the acturial or cookery-book approach yielded results as good 
as those of the clinician, or better (Meehl 1954). It would be 
imprudent to draw from this the conclusion that clinical prog- 
nosis is a superfluous exercise, and that prediction had better be 
handed over to the clerks and computors: impartial judges like 
Vernon have pointed out that the clinical. method—and in 
particular the clinical interview—has advantages which the 
actuarial method, based on psychological tests and biographical 
items, does not possess. 

Informative as the idiographic approach has proved, 
and fertile as it will doubtless continue to be, it contains 
no built-in safeguard against persistent error. Such 
safeguards are essential; for, as Karl Popper puts it, “ if 
scientific objectivity were founded . . . upon the individual 
scientist’s impartiality or objectivity, then we should have 
to say goodbye to it’. Yet the safeguards contained in the 
scientific method are repugnant to some who devote 
themselves to psychotherapy, and their argument against 
it always harks back to the uniqueness of the individual. 
Thus C. G. Jung declares that : 

“from matters of individual psychology science ought, in 
fact, to withdraw. For, to speak of a science of individual 
psychology is already a contradiction in terms. It is only 
the collective element in the psychology of an individual that 
constitutes an object for science; for the individual is by 
definition a unique reality that cannot be compared with 
anything else.” 

This is an obscurantist argument. Because an individual 
is a unique reality, it by no means follows that he cannot 
be compared with anything else: every individual plant, 
every individual animal is a unique reality but not there- 
fore exempt from comparison and collective study. The 
argument is a reversion to the claim, so often voiced during 
the controversies about Evolution, that man is, by his 
nature, fundamentally distinct from all other creatures and 
an improper subject for comparative study. The oppon- 
ents of the evolutionary theory refused to consider what 
human beings have in common with other living creatures: 
the argument put forward by Jung ignores what human 
beings have in common with each other. Psychology has 
in fact concerned itself with individual differences, and 
has had notable success. It may be that the difficulty is 


verbal, and that Jung means by the psychology of an 


individual the study of just that which is the essence of 
each person’s total personality, something that would be 
shattered by analysis and resolution. I doubt, however, if 
his statement is merely a truism, as this explanation would 
suppose. 

The dispute has many facets. For some, it can become 
a theological issue. For others, the distinction is between 
the generalising sciences and the historical sciences. 
Popper, whose analysis has been so searching, put forward 
the view that whereas the generalising sciences are inter- 
ested in testing universal hypotheses having the character 
of natural laws, and in predicting specific events, the his- 
torical sciences are concerned in explaining past specific 
events by means of interpretations and specific hypothe- 
tical statements about “‘ causes”. This view, which is in 
keeping with Max Weber’s, would put clinical psychiatry 
in the historical class, in so far as it is directed at under- 
standing morbid behaviour, trying to uncover what 
Jaspers in his elaborate exploration of the matter called 
“* verstindliche Zusammenhiange ”’. It would be improper 
to put all psychiatry in this class, and I would not have 
laboured this issue if it were not again evident at the 
present time that there is a strong move away from the 
search for general laws, and towards preoccupation with 
the individual. Thus Manfred Bleuler, one of the most 
prominent of European psychiatrists, declared recently 
that the most essential feature in the recent development 
of psychiatry has been that the diagnosis of disease has 
given place to absorption in the personal tragedy of indi- 
viduals: “‘ das Hauptaugenmerk richtet sich auf Einzel- 
schicksale ’’ (Bleuler 1957). The effect of this movement 
will, I submit, be retrograde. 


* * * 


I have dwelt so far on prognosis and treatment. There 
is another extensive but rather neglected territory in 
which few psychiatrists tread a confident path—the allevi- 
ation of chronic disorders, and especially chronic schizo- 
phrenia. The word “ chronic” has got a bad name, and 
many think they can dodge its terrors by submitting 
“long-stay” for it. But changing names has always 
proved a futile game in psychiatry, and the chronic 
patients, whatever the euphemism applied to them, 
remain a vast reproach. The of the Board of 
Control lately reminded us that the number of chronic 
patients in England and Wales has remained fairly con- 
stant throughout the years, at about 130,000; 85% of the 
patients in the mental hospitals have been there for more 
than a year, and 60,000, (i.e., two-fifths of the whole 
mental hospital population) have been there more than 
ten years; 50,000 of these patients suffer from schizo- 
phrenia (Armer 1957). Considered in relation to the gen- 
eral population, there are for every 100,000 people over 
16 in England and Wales, 270 in a mental hospital 
suffering from schizophrenia, mostly in a chronic form. 
It is painfully clear that chronic schizophrenia is an 
outstanding medical and social issue. 

Some therapeutic zealots believe that if appropriate 
treatment, especially insulin-coma treatment, had been 
administered early to these patients, many of them would 
not have become chronically ill. For this belief there is no 
adequate foundation. We must, unfortunately, reckon 
with the continuance, for decades at least, of this vast 
company of more or less incapacitated schizophrenics. 

It is, however, necessary to distinguish between being 
chronically ill with schizophrenia and having therefore to 
be in a mental hospital. The attitudes of doctors and of 
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society at large determine whether a person with a long- 
continued mental illness lives in a mental hospital or in the 
community. The practice of some countries has been 
towards increasing mental-hospital care, and of others 
towards keeping it at a minimum. Many communities 
have been readier to build and equip medical institutions 
—hospitals as we know them—than to provide hospitals 
in the older sense—asylums for the infirm and the indigent 
—and homes in which the patients could find friendly 
shelter, as at Gheel. 

We are now entering a phase in which we shall be 
directing our efforts towards keeping patients in the com- 
munity as long as possible, and if they have to come into 
hospital, towards returning them to the community 
quickly. The reasons for this are mixed—awareness of the 
deleterious effects a mental-hospital environment can have 
however well ordered it may be and aptly designed for the 
patients’ benefit; regard for favourable social influences 
which independent life in the community affords, even 
to the mental cripple; economic advantages for the 
patient, the taxpayer, and the nation; shortage of nurses; 
and perhaps some changes in the social ethos. The recent 
Royal Commission expressed this trend of opinion, in its 
broadest form, in their recommendation—“ there should 
be a general re-orientation away from institutional care in 
its present form and towards community care ”’. 

This is a hopeful change from that overcautious policy 
which regarded the mentally ill, especially the chronic 
schizophrenic, as debarred from society so long as delu- 
sions, hallucinations, or peculiarities of conduct were 
discoverable. But the new policy—I call it new but it was 
advocated as long ago as 1905—could go to extremes and 
do much harm. It could also lose its impetus and purpose. 
Reforms that rest on humanitarian impulse have been 
most powerful for good, especially in psychiatry, but their 
momentum has often been lost or their drawbacks been 
perpetuated when the generation of reformers passed 
away. The chief safeguard against this recurrent back- 
sliding lies in the accumulation of more precise knowledge, 
permitting generous aims and lofty principles to be tran- 
slated into regular procedures that will be applicable even 
when the reformer’s driving force has slackened and gone. 


* * * 


How much do we know about the issues touching on 
community care for the chronic schizophrenic? As yet 
little. Shrewd empiricism and clinical intuition provided, 
so it was thought, all that we needed for the rehabilitation 
of the chronic psychotic. There have been preliminary 
sketches but no finished pictures of the effect of hospital 
environment upon such patients: few studies of how the 
patients may be selected, and how prepared, for satis- 
factory life in the larger community: and only tentative 
cartoons and inadequate blueprints of the domestic, social, 
and occupational conditions requisite if they are to keep 
their heads above water when they have left the mental 
hospital. 

It has long been a commonplace of psychiatric thinking 
that for many patients there is a critical stage in their 
mental-hospital stay : if the turning-point is not recognised 
and the patient then discharged, he will subsequently 
react to his hospital life and surroundings by becoming 
worse and the chances of his ever leaving will be very 
small. What truth there is in this, how the favourable 
phase is to be recognised, what characteristics of the 
hospital regime need to be altered to make adverse effects 
less—regarding these questions there is much guesswork, 


sometimes ill-assorted with a feeling of certainty “‘ on the 
strength of my thirty years experience, I am absolutely 
convinced that...” A French psychiatrist, P. C. Racamier, 
wrote a few months ago that there is no creature in the 
world more sensitive and vulnerable to his human environ- 
ment than a schizophrenic, and that a psychiatric ward is a 
two-edged weapon, potentially therapeutic and poten- 
tially “‘ le plus remarquable instrument d’aliénation qu’on 
puisse imaginer . . . surtout pour ces aliénés achevés que 
sont les schizophrénes ”. He states the general proposition 
that autistic isolation is the only stable relation which a 
schizophrenic can establish with another person, and 
declares that it is a “law of sociopathology ” that the 
hospital milieu tends to maintain this morbid stability. 
(** Le milieu hospitalier, l’hépital tout entier, a tendance 
a maintenir le status quo stable acquis au prix de la 
chronicité des malades.”) A generalisation such as this, 
derived from a psychoanalyst’s experience as doctor in a 
mental hospital having no unlocked wards, goes much too 
far, but it suggests some provocative hypotheses. 

To state hypotheses and devise suitable experiments in 

this field of inquiry is a formidable business, as we and 
others have found. Social experiments in hospitals will 
seriously effect the daily care and the disposal of patients, 
put a strain on the attitudes and sense of security of 
nurses, and perhaps run counter to cherished clinical 
beliefs. Only those who would not have to carry out such 
experiments could be disposed to throw stones at doctors, 
sociologists, and psychologists for not having accomplished 
the feat yet. 
._ In the investigations which the Social Psychiatry 
Research Unit has been carrying out, we have found it 
necessary at each stage to pass backwards and forwards 
from laboratory to ward and from ward to laboratory, and 
to pass from both to the outer world where relatives live 
and conditions of work and daily life may make or mar the 
chronic schizophrenic’s chance of staying outside hospital 
for good. 

First, there was the inescapable problem of ascertaining the 
patients tq be studied, and then matching one group of them 
with another. Since there may not be agreement as to which 
patients are properly diagnosed as schizophrenic, some 
unambiguous and communicable criteria must be used. 
Psychologists have applied factorial analysis to rating scales of 
behaviour, and so worked out diagnostic patterns which can 
be applied uniformly; the use of these minimised the risk that 
others who replicate the experiments might obtain discrepant 
results only because their criteria of paranoid and catatonic 
schizophrenia differed from ours. 

When the patients had been selected—they were men who 
had been in hospital for years—their mental state and their 
potentialities for life outside the hospital had to be assessed. 
Clinical data had to be reinforced by observations on the 
capacity of the patients to learn and to improve their perform- 
ance at industrial tasks. The reaction-time of schizophrenics, 
and the effect of distractions and other extraneous stimuli 
such as noise had to be determined. Differences were found 
between paranoid and other schizophrenics which made 
further laboratory experiments necessary. The effect of 
incentives had likewise to be investigated under laboratory 
conditions. 

Then there were the chronic patients who had left hospital 
and managed to stay in the ordinary community. For them 
methods of investigation and statistical analysis were needed 
akin to those used for prediction work in criminology. A close 
study of the family relationships of the schizophrenics and of 
the community’s attitudes to mental illness was called for. 
Such study is best pursued by the combined work of the 
anthropologist, the psychiatrist, and the social psychologist. 
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The available techniques and theoretical models are not 
entirely adequate: recent work has shown that the methodo- 
logical problems are still acute. It has been necessary from 
time to time to leave the more practical problems set by clinical 
observation and therapeutic intention, and to pursue issues 
of a more general nature, such as the learning curve of the 
chronic schizophrenic patients, or the methods of measuring 
change in mental state over a period of time. 

The history of these investigations is an object-lesson 
in reciprocity—reciprocity between fundamental and 
applied studies, between clinician and social scientist, 
between laboratory and ward. 

* * * 


I have dwelt perhaps too much on the psychological 
and social side of the picture. Psychiatry is not just 
applied sociology and applied psychology. It has its 
roots deep in medicine, and most of its surest knowledge 
derives from the bedside and from physiology, pathology, 
genetics, and biochemistry. It has methods of treatment 
which are of the same stock as those which have proved 
themselves in other branches of medicine. Its only 
assured methods of prevention concern mental diseases 
and defects due to known organic causes. It is moreover 
a practical activity, instinct with humane intention: 
the psychiatrist cannot refuse to act in what he judges 
to be the most helpful way for his patient, even though 
the therapeutic procedure is empirical and its benefits 
still dubious. Only a detached spectator, god-like above 
the battle, could expect the psychiatrist to refrain from 
giving some form of psychological treatment to patients 
with distressful anxiety or conspicuous hysteria, though 
he cannot be certain that it will have effect. There are 
some awful warnings of what a craving for certainty 
can lead to. You may remember the philosopher 
Cratylus who, as Aristotle tells us, decided never to say 
anything but what was certainly true, and so he ceased 
to talk at all and confined himself to wagging his finger. 

Psychiatry suffers much from hopeful illusions and 
clichés used as incantations, just as a few decades ago 
it suffered, even more, from pessimistic and resigned 
inertia. Bleuler’s monograph on autistic thinking in 
medicine is a sustained diatribe against the former of 
these extremes (Bleuler 1927): Adolf Meyer inveighed 
against the latter of them. Into the stagnant bog of 
nihilism in treatment we are hardly likely to fall again 
soon, but we are not out of the other danger. 

It is easy to lay failings like these at the door of 
psychiatrists, blaming their lack of scientific training; 
their loose habits of thought, their incuriosity, their 
passion for psychoanalysis or for physical methods of 
treatment, their preoccupation with the fascinating art of 
understanding other people. To think this seems to me 
facile and unjust. More important than the deficiencies 
of doctors are the inherent complexity of the problems, 
and, as I said at the outset, the fact that the solution 
of ma: ~ of the most complex and important depends upon 
the social sciences, which are still immature. Their 
growth has been rapid, it is true; psychology in particular 
has moved from strength to strength: but they have not 
crossed some of the awkward hills and ditches that lie 
in their path and in the psychiatrist’s. 

One of the most distinguished of living sociologists has said 
that sociology has few formule, in the sense of highly abbrevi- 
ated symbolic expressions of relationships between sociological 
variables. Sociological interpretations therefore come to be 
highly discursive, “‘ the logic of procedure, the key concepts, 
and the relationship between variables not uncommonly 


become lost in an avalanche of words”. The sociological 
analysis of qualitative data does not reside, as some people 
assume, in a private world “inhabited by penetrating but 
unfathomable insights... The procedure of even the most 
perceptive of sociologists must be standardizable and the 
results of their insights testable by others. Science, and this 
includes sociological science, is public and not private.” 
These words of Robert Merton have a familiar ring. The 
study of human behaviour strongly invites private and dis- 
cursive interpretations: the development of the social sciences, 
pure and applied, has been a struggle to resist the invitation. 
Psychiatry has made one gigantic effort to escape it, but 
hardly succeeded: psychoanalysis, for all its stimulus and 
scope, has remained rather private and rather discursive. 

I have not enlarged on the attainments of psychiatry, 
its solid groundwork of detailed, minute, and orderly 
observations, its empirical successes, its accretions 
through application of the basic medical sciences to 
clinical problems. There are large textbooks and innumer- 
able monographs, compilations, and symposia setting 
forth this stock of knowledge which stands to the credit 
of psychiatry. It is because of it that the psychiatrist, 
even the self-critical psychiatrist, feels no need to beat his 
breast and recite penitential psalms when he meets 
other doctors. There are however occasions, such as this 
lecture offers, when a review of important areas of 
ignorance and doubt, and of the reasons for them, 
seems appropriate. 

Clearly we are a long way from certainty, and when 
we meet anyone who is sure that he knows how to tackle 
the problems of mental disorder and to remedy the 
failings of psychiatrists and psychologists, we may recall 
Lord Lansdowne’s remark: “‘ I wish I could be as sure 
of anything as Tom Macaulay is of everything.” Guess- 
ing, too, has its perils and its ardours: it takes unkindly 
to the discipline which is good for it. Yet between those 
who are nearly certain and those who guess much there 
is the bond which Isaac Newton spoke of: “I doubt 
not we have one common design: a sincere endeavour 
after knowledge, without valuing uncertain specula- 
tions for their subtleties, or despising certainties for their 
plainness.” 
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ATHEROSCLEROSIS AND ITS CEREBRAL 
COMPLICATIONS IN THE SOUTH AFRICAN 
BANTU 


W. LAvuRIE 
D.S.O., M.D. Glasg., T.D.D. Wales 
DEPUTY PROVINCIAL PATHOLOGIST, NATAL 
J. D. Woops 
M.B. W’srand, F.R.F.P.S., M.R.C.P. 
PHYSICIAN, 
EDENDALE HOSPITAL, PIETERMARITZBURG, NATAL, SOUTH AFRICA 


THE high prevalence of coronary-artery disease in more 
developed communities has focused attention on the 
causative factors. One factor thought to be important is 
atherosclerosis and hence the interest in the “ wide- 
spread clinical belief that the more severe complications 
of atherosclerosis such as cerebral and coronary throm- 
bosis . . . are rare among the Bantu ” (Higginson and 
Pepler 1954). This view is supported by Becker (1946), 
who, in 3000 necropsies on Bantu, held atheroma to have 
been the direct cause of death in only 0-4% ; this is almost 
the same as Edington’s (1954) finding in a survey of 
necropsies in West African Bantu. Again, Humphries 
(1957) says that in fourteen years’ work among natives of 


South, Central, and West Africa he saw few instances of 


paralysis due to cerebral hemorrhage. 

But Becker (1946) did find atherosclerosis to be 
common (though not as cause of death) and this seems to 
have been overlooked. For current teaching (e.g., South 
African Medical Journal 1957) mentions the “ Bantu’s 
relative freedom from atherosclerosis”; and Bersohn 
(1955) is quoted as saying that the aorta of the aged Bantu 
is comparable with that of a young European. Further, 
according to the Department of Nutrition of South 
Africa (1956), “‘heart‘and arterial disease are very rare 
among the Bantu”. We cannot agree with these views; 
from our findings in this hospital we consider the true 
state of affairs in the Bantu to be: 

(1) Aortic atherosclerosis is common. 

(2) Cerebral vascular disease is relatively common. 

Findings 
Necropsy Evidence of Atherosclerosis in the Aorta of the 
Bantu 

The serious effects of atherosclerosis are seen in the 
brain (thrombosis and hemorrhage) and in the heart 
(coronary-artery disease). 

The findings in table 1 are drawn from 300 consecutive 
necropsies in Bantu, over the age of 19, who died in this 
hospital. We have excluded all cases of syphilis or diabetes. 
Necropsies were done (all by one of us) on two-thirds of patients 
dying in this hospital, which compares well with Higginson and 
Pepler’s (1954) necropsy-rate of 33%. Our patients were 
Bantu from the poorer classes of the midlands of Natal; only 
15% came from a city. Most live in tribes in rural conditions. 

Table 1 shows naked-eye estimates of the degree and extent 
of atherosclerosis found in the aorta, assessed by a modified 
form of the grading suggested by Wanscher et al. (1951): 


Clear = no naked-eye evidence of atheroma. 
Grade 1 = slight fatty streaking with minimal involvement. 
Grade 2 = a more obvious atherosclerosis, with plaques tending 


to be confluent but without obvious ulceration. 

Grade 3 = severe atherosclerosis including early ulceration. 

Grade 4 = severe atherosclerosis with ulceration, calcification, 

and gross scarring. 

Table 1 shows that the prevalence of atherosclerosis was 
significant, even in the younger age-groups, and that its 
degree and extent increased steadily with increasing age ; in 
the oldest age-groups no-one was found free. 





TABLE I-~PREVALENCE OF AORTIC ATHEROSCLEROSIS IN THE BANTU 
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Cerebral Complications of Atherosclerosis in the Bantu 

In 2000 consecutive necropsies in Bantu patients, cerebral 
hemorrhage or thrombosisgwas found in 31, when cases of 
syphilis and diabetes mellitus were excluded. 5 of these 31 
necropsies were limited. There were 4 men and 13 women 
with hemorrhage, and 6 men and 8 women with thrombosis. 
The high proportion of women is noteworthy, since more 
men than women are admitted to the hospital. 

Fishberg (1934) points out that cerebral hemorrhage 
is by no means rare in patients without hypertension, but 
there is general agreement that the tendency to cerebral 
hemorrhage seems to be greater the higher the blood- 
pressure. Table 11 shows the number with hypertension 
in the 31 cases. Hypertension was diagnosed when a 
blood-pressure of over 145/90 mm. Hg had been recorded 
(Wood 1952). 

In the 18 hypertensive patients, the pressures were : 


Diastolic pressure Men Women 
90-110 (mild) * ui os sd 1 4 
111-130 (moderate) a A; sa 1 3 
131-150 (severe) .. rye oe és 2 4 
Over 150 (gross) .. oa od os 3 
Total 4 14 


Table 1 shows that up to the age of 55 there is no sex 
difference in the incidence of cerebral catastrophes with or 
without accompanying hypertension. ‘Thereafter, however, 
the women are more prone to cerebral vascular disease with 
and withoutehypertension. This sex difference is the reverse 
of the findings in all more advanced communities (Loder 1953). 

Atherosclerosis was present in all but 1 of the 26 patients in 
whom a full y was done; with the classification of 
Wanscher et al. (1951), 14 had atherosclerosis of grade 3 or 4, 
8 had grade 2, and 3 had grade 1. In half the necropsies, 
atherosclerosis of the cerebral vessels was gross. 

In 3000 consecutive necropsies in Bantu in South Africa, 
Becker (1946) found only 1 cerebral catastrophe, whereas in 
just under 2000 consecutive necropsies we have found 31 such 
patients—a prevalence almost fifty times greater than that in 
Becker’s series. Further, in our series the percentage with 
cerebral vascular disease found by us in necropsies in Bantu 
medical patients is as high as that reported at St. Bartholo- 
mew’s Hospital, London—namely, 3:5% (Wilson 1944). 


Discussion 


Aortic Atherosclerosis 
There are few satisfactory records with which to com- 


pare our findings. 


TABLE II—INCIDENCE OF HYPERTENSION IN THE 31 PATIENTS 


























| 
| eee ie th No. with je No. with 
Age-group yper- | en yper- omen | hyper- 
tension tension 
35-44 Ts Bae Se | 1 5 4 
45-54 » an co 2 2 1 
55-64 9 ae (eae 1 6 4 
65 and over Oe sa | + he a, 
Totals 31 | %@ | 0 | 4 21 14 








232 ORIGINAL ARTICLES 


THE LANCET 





Becker (1946), in 3000 necropsies, recorded a high prevalence 
of aortic atheroma in the older age-groups—e.g., 74% in 
patients over 60, and 56%, in patients over 45. He analysed 
the severity of the lesions in the over-45 group and our findings 
are set out for comparison: our grades 1 and 2 are equivalent 
to his mild, our grade 3 to his moderate, and our grade 4 to his 

* severe. 


Degree of atheroma Mild Moderate Severe 
Becker’s series .. ov bs 58% 16% 26% 
Present series .. ee 50% 28% 22°, 


In Becker’s series the youngest patient with ulcerative 
atherosclerosis of the aorta was aged 30; our youngest patient 
with this degree of disease was 27. Another of our patients 
aged 45, had had a leg amputated for gross stenosing atheroma 
of the mouth of the right common iliac artery. 

Becker found severe atherosclerosis in 26% of the patients 
aged over 45, but only in 0-4% of the whole series was athero- 
sclerosis a cause of death. Although the figure of 0-4% is 
drawn from patients over and under 45, there remains a signi- 
ficant discrepancy between his two figures which we cannot 
explain. There was no such discrepancy in our series. 

It seems that our figures for the prevalence of aortic athero- 
sclerosis agree fairly closely with those of Becker who says that 
“in Bantu . . . subjects the incidence of atheroma of the aorta 
in the ascending period of life (up to age 45 years) is not far 
removed from that in other races, and that the incidence of the 
senescent type may be only slightly less.” 

Cerebral Vascular Disease 

We have already given details of the prevalence of 
cerebral vascular lesions at necropsy. For comparison of 
findings in Bantu with findings in South African Euro- 
peans, it is essential to consider also those Bantu patients 
in whom it appeared reasonable to assume a vascular 
catastrophe but who did not come to necropsy or who 
did not die. In this second group, every effort has been 
made to exclude other diseases capable of causing hemi- 
plegia, and we have excluded all patients with syphilis or 
diabetes or with abnormalities of the cerebrospinal fluid 
(except blood). In addition, in an attempt to exclude 
rupture of a congenital aneurysm, we have excluded all 
patients below the age of 50. It is conceivable that our 
criteria have been made over-severe. 

Within the above limits we found another 37 patients (in 5700 
medical admissions) who almost certainly had cerebral catas- 
trophes from atherosclerosis (table 111). 

In the 21 hypertensive patients, the pressures were: 


Diastolic pressure (mm. Hg) Men Women 
90-110 oe ee 9 od 3 2 
111-130 - - a és 4 7 
131-150 ee be oe os 1 1 
Over 150 ‘ - e< és 3 
Total .. 8 13 


The combined figures give a grand total of 68 patients 
admitted for cerebral vascular catastrophes; when correction 
is made for the limiting age-groups this figurc represents 
1-5% of all adult medical admissions at risk. This is two- 
thirds of the prevalence of cerebral vascular lesions found in 
patients admitted to Pietermaritzburg European Hospital 
(L. Fernley, personal communication). But it is probably 
much below the true prevalence. 

South Africa is a country of great distances, and no death 
certificate is required for Bantu dying of natural causes; the 


TABLE III—CEREBRAL CATASTROPHES IN PATIENTS AGED OVER 50 
(EXCLUDING 31 NECROPSY PATIENTS) 








| No. with No. with | No, with 
Age-group | Total | hyper- Men — hyper- | Women | hyper- 
tension tension tension 
50-54 8 8 6 6 2 2 
55-64 9 4 4 oe 5 4 
Over 64 20 9 8 2 12 7 
Totals 37 21 is.| 8 19 13 


patients with cerebral vascular catastrophes who reach hospital 
represent only that small proportion who are within easy reach 
of medical help. At present there is no method of assessing the 
numbers who develop hemiplegia and who are buried without 
record. Patients usually come to hospital by bus; this is 
harder for the paralysed than for other patients. 

From our findings and those of Becker (1946), we think 
there is enough evidence to refute the view that the Bantu 
enjoy any relative freedom from atherosclerosis or from 
its cerebral complications. One interesting finding which 
needs consideration is the high prevalence of athero- 
sclerosis and its cerebral complications in Bantu women 
—contrary to the findings in people of European descent 
(British Medical Fournal 1955). 


Summary 
The prevalence of atherosclerosis of the aorta in 
necropsy examinations in 300 adult South African Bantu 
shows that aortic atherosclerosis is relatively common in 
this race. 31 patients were found at necropsy to have 
cerebral hemorrhage or thrombosis. Out of 5700 medical 
admissions, there were 37 patients in whom the same 
diagnosis was made but who did not come to necropsy. 
For permission to publish this paper we are indebted to Dr. 
J. Parker, director of medical services, Natal, and to Dr. H. D. 
Tonking, provincial pathologist, Natal. 
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THE DOCTOR’S ATTITUDE TO HIS PATIENT 
Max B. CLYNE 
M.D. Leipzig 
GENERAL PRACTITIONER, SOUTHALL, MIDDLESEX 
Homo sum; humani nil a me alienum puto.—Terence. 

As soon as we have left the haven of medical school and 
textbooks and entered practice, we learn to our bewilder- 
ment that there is more in treatment than drugs, diets, 
and surgery. Some patients will not improve with correct 
treatment, others will get better on the wrong treatment; 
some come to us with deep gratitude when we know we 
have done nothing for them, while others are full of 
resentment though we have spent much effort and sym- 
pathy. Such imponderables as the patient’s expectations 
and fears, the doctor’s approach and attitude, and the 
manner of examination not only influence but often out- 
weigh the conventional treatments indeed, as Balint 
(1957) has shown. 

The doctor’s personality (or “‘ bedside manner ”’) is 
accepted as playing a part in treatment, but is usually 
thought to be incidental, outside the scope of scientific 
inquiry. 

Yet people choose or reject a doctor less for his 
erudition (which they can hardly judge) than for his 
“‘ personality ”’, for that peculiar set of qualities that 
apparently make medicine an art. Patients and doctors 
alike, for successful treatment, somehow have to suit each 
other. If the doctor’s personality and attitudes play a 
part in medical treatment, then they must be worthy of 
investigation and evaluation. Here I propose to do this, 
using an illustrative case. 
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The Case 

Since in published case-histories the doctor rarely 
appears at all as a person, I had perforce to choose one of 
my own cases for this study. 

I decided to take the first patient I would meet on a 
certain pre-selected Sunday morning. (I chose a Sunday 
because I hoped that I would not have to work under as much 
pressure as on a weekday.) 

Early on that Sunday morning the father of a five-year-old 
girl telephoned me. He said that his little girl had had severe 
pains in her abdomen since the day before ; she had vomited 
and seemed feverish. I advised him to apply a hot-water bottle 
to the child’s abdomen, and promised to call. 

I did not go immediately, but decided to shave, dress, and 
breakfast before visiting the girl so that I could combine my 
visit to her with my other visits, without having to go home 
again. I saw the patient about an hour later. The parents, 
especially the mother, were very distressed ; they feared that 
the child had acute appendicitis. After examining the child, 
I told them that I could make no firm diagnosis, and that we 
could either send the child to hospital, or ask a pediatrician 
for a domiciliary consultation. The mother wanted the child 
to go to hospital immediately, in case an operation were 
necessary. The child, however, who had listened to the 
conversation, and who had been in hospital a few weeks 
before for tonsillectomy, was very distressed at the thought. 

In the end, we all agreed to call in the pediatrician. He came, 
examined the child with me, diagnosed pneumonia and 
pleurisy, and suggested antibiotic treatment at home. I gave 
the child her first penicillin injection, some nursing instructions 
to the parents, and that completed the treatment for the day. 
The child eventually recovered and is now quite well. 

There had been previous contacts between patient and 
doctor. The family had moved into the district about six 
months previously, and become my patients.” Their former 
doctor had advised tonsillectomy, and the child had been placed 
on a waiting-list. The mother was worried about the child 
losing her place on the list because the hospital was too far away 
for her to be taken thete. I agreed, after examination of the 
child, that tonsillectomy was advisable, and was able to arrange 
it soon in our local hospital. The mother was very grateful 
for the speed with which arrangements were made. 

In this background certain patterns of behaviour had 
been experienced by everyone concerned, and all had 
formed certain mental pictures of each other. The 
mother had seen the doctor fall in with her wishes for 
treatment of the child, and that he was an obliging man, 
susceptible to her manifest gratitude. The father, a weak 
figure, had seen that the doctor complied with his wife’s 
demands. The child had learned that everybody, 
including the doctor, did what mother wanted. The 
doctor was pleased, having given satisfaction all round, 
and acquired a set of “‘ good ” (appreciative) patients. 

The Patient-group 

Although the sick child was the patient to whom the 
doctor was called; the parents were also involved. They 
were affected by distressing emotions and had to be dealt 
with by the doctor therapeutically. Indeed, our case- 
report would be incomprehensible if it dealt solely with 
the relationship between the doctor and the child. 

Generally, the “‘ patient ” is in fact a group of people 
who are all, in varying measures, affected by the central 
illness. The peripheral members of the patient-group 


show mixed somatic and emotional reactions, commonly 
anxiety, or guilt, or fear of having a similar disease. These 
reactions both affect the central patient and indicate the 
need of the peripheral members for treatment by the 
doctor. To understand and deal with the varied and some- 
times opposing needs of the members of the patient-group 
demands much flexibility. 


A few years before the National Health Service, I was 
called to a child suffering from simple upper respiratory 
catarrh. To save the working-class mother a further fee, I said 
that there was no need for me to call again. Some years later 
I happened to meet the child’s grandmother and, remembering 
that I had not seen the child or the mother for a long time, 
I inquired after them. The grandmother told me that they 
had another doctor now, for the mother had felt that by 
not offering to call again I had not shown enough concern. 
The child had completely recovered two days after my visit. 
Obviously, although my treatment of the child had been 
successful, my treatment of the mother had been clumsy and 
unsuccessful. } 

In our present case, had I sent the child straightway 
to hospital with a bold diagnosis of “‘ (?) acute appendi- 
citis”’, the child would have been very unhappy, though 
the mother’s distress would have been relieved. The 
father would have remained in his ambivalent discomfort 
of wanting his little girl at home, yet not wanting to 
contradict his wife. Had I, on the other hand, merely 
prescribed some appropriate drug and promised to return 
later in the day, the child would have improved, yet my 
action would probably have left the mother in a state of 
doubt and anxiety. 


The Immediate Treatment 


Our case began with a telephone call, in response to 
which the doctor advised the application of a hot-water 
bottle: This simple prescription constitutes the first 
therapeutic step, the success or failure of which may 
leave a lasting impression and affect the later steps. It is 
important, therefore, to examine this advice in more 
detail. 

Looking back on the occasion, I remember that the advice 
was given almost automatically, as if under the pressure of a 
feeling that something must be done at once in this case. The 
manifest purpose of the advice was to relieve the child’s pain 
and to reassure the parents. Whether such immediate action 
and the advice given were best for the child and the parents 
is a question which can only be answered by scientific argu- 
ment, and there are undoubtedly’ as many reasons against 
as for it. The first treatment decision did not arise out of 
conscious logical reasoning: it must have been derived from 
unconscious sources, determined by the personal experiences 
and attitudes of the doctor, his personality—exactly those 
qualities that we set out to study. 

The doctor showed the same willingness to oblige in the 
present situation as in his management of the mother’s demand 
for the child’s tonsillectomy. He accepted without argument 
the necessity of visiting the sick child, sensed that the parents 
were very anxious, and himself became concerned about the 
child. To continue to be obliging he ought to have visited the 
child immediately ; but he gave himself some very good reasons 
why he should not. We can see here two conflicting urges: the 
wish and the disinclination to go immediately. 

We might say that the brief telephone conversation 
about the sick child aroused three major emotions in the 
doctor. , 

There was concern about the child, a feeling that, unless 
something were done, there might be unpleasant consequences 
—perhaps the child getting worse, or the doctor losing his 
reputation or the family as patients—in short, anxiety. 

There was also a dislike of the visit, a hesitation to go 
immediately, perhaps a feeling that people ought not to 
bother him so early—or, in terms of basic affects, hostility. 

Thirdly, there arose the affect of guilt, which made him feel 
that he ought to make up for his not going immediately. He 
did so by giving the snap advice. 

Objectively, there was little cause for anxiety about the child, 
or for feeling guilty about not going at once. She had been ill 
for some sixteen hours, and another hour or two would scarcely 
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make much difference. One may therefore conclude that the 
anxiety, hostility, and guilt already existed within the doctor, 
and were waiting only for a particular confluence of events to 
stir them up; apparently the father’s story had all the elements 
of such a confluence. 

When, afterwards, I thought about the powerful urge for 
immediate action, I remembered that in my childhood I had 
had attacks of abdominal pain, supposed to be caused by 
** wind,”’ which were relieved by the application of heat. They 
frightened me very much. I feared that I might die in one, 
and that the pain and threat of death were punishment for my 
misdeeds (mainly truancy from scripture lessons and forbidden 
sexual fantasies). The father’s story struck a chord within me 
and, though the memories of my own childhood suffering 
were not then brought into consciousness, some of the affects 
bound up with them—namely, anxiety and guilt—were 
re-experienced. They gave the impetus to my urge for immedi- 
ate action, and were the driving force behind the swift, almost 
automatic advice. 

Transfer of Emotions 

Is this merely an anecdotal incident in a doctor’s life ? 
Or is our particular doctor perhaps always driven by such 
emotional urges and conflicting wishes? Or are more 
fundamental principles involved ? 

These affects (anxiety, hostility, and guilt) are not 
particular to our case or even to our doctor. The patient 
always becomes dependent on the doctor who stirs up 
emotions in the patient which show up in the patient’s 
behaviour. But emotions are not transferred in one 
direction only. The doctor’s emotions, too, are stirred 
up by the patient, and far from being the unconcerned 
observer, he is indeed a partner in an emotional play and 
counterplay. The doctor may like or dislike the patient, 
approve of or be disgusted with his story, feel that he 
ought to fob him off with a tonic or investigate his case 
in detail, be interested in or bored with him. All this is 
usually, as we know on reflection, irrational. It remains 
to be seen whether the particular effects that we discovered 
in our doctor were specific to him only or otherwise. It 
is perhaps easiest to show that all doctors feel anxiety 
about their patients. On the instinctual level the main- 
spring that causes doctors to treat their patients is con- 
cern—be it about the patient or the doctor’s self-esteem— 
and concern is closely linked to (and perhaps identical 
with) anxiety. This normal and basic effect is aroused 
whenever instinctual tension rises, whenever something 
has to be done. ; 


We know from our case-history that there had been a 
previous relationship between doctor and patients, with certain 
transference and counter-transference patterns. When the 
father telephoned, the doctor formed a mental image of 
the sick child, based on these patterns. All the facts that the 
father gave were that the child had vomited and was feverish 
and in pain; but the image which the doctor formed was of a 
child frightened by abdominal pain and urging relief, very 
much like the image of the sick child he had been himself; 
and this similarity made the doctor feel anxious, hostile, and 
guilty. 

The image did not exactly correspond to the real sick child; 
the doctor at the time had only two facts at his disposal, the 
feverishness and the pain. The child’s fright, her demand for 
relief, the similarity of her emotions with those of the doctor 
as a child were all assumed by the doctor. Such distortions of 
the image of a person we are in contact with are common. We 
need only think of the image a lover forms of his beloved, 
which to the outsider is often quite unrealistic and fanciful. A 
highly distorted patient image will not easily lend itself to a 
diagnostic appreciation which would be usefully applicable to 
the real patient. Projection of our past and present emotions 
on to the image of the patient will influence treatment decisions, 


- 


and gross distortions of the patient-image may lead to technical 
errors. 
Identification 

The formation of the object-image—in our case the 
creation of the image of the sick child in the doctor’s 
childhood image—was the outcome of the doctor’s 
unconscious effort to understand the patient in terms of 
the life experiences of both himself and the patient. He 
identified the object-image with his own image. There 
were further interlinked identification processes going on 
at the same time. The doctor had gone through periods 
of anxiety at the illnesses of his own child and could 
identify himself with the parents. All these identifications 
were part of the process of “ understanding” the 
patient-group. 

Understanding of the patient means identification with 
him, and thus identification forms the basis of the doctor- 
patient relationship. It is normal and necessary for the doctor 
to identify with his patient and to show anxiety or concern. 
There are, however, certain dangers. 

The distortion of the patient-image depends on the extent 
of identification: the greater the identification, the more 
distorted the image. If the extent of identification is not 
controlled, the image may bear little relationship to the real 
patient. Over-identification may lead to such dangerous assump- 
tions as that what is right for us must be right for others. It is 
probably one of the least successful approaches for the doctor 
to say to his patient: “I have a pain in my back, too, and I 
put up with it!” In our particular case, the identification of 
the doctor with the child, the distortion of the patient-image, led 
to a first-aid treatment of controversial value and not based 
on rational or scientific considerations. 

In an applied science such as medicine, emotional bias and 
snap decisions cannot be avoided. It is important, though, to 
remember the existence of bias, distortion of the patient-image, 
and excess identification ; so long as we recognise them and do 
not become too defensive or feel too guilty, they will remain 
natural deficiencies in our tools, which should not greatly 
impair the quality of our work. It would help our under- 
standing of our patients and our relationship with them if we 
could bring into awareness and control that part of the identi- 
fication process concerned with image-formation. But the 
formation of a distorted object-image and the concurrent 
identification with it are part of our mental defences, and their 
laying open is unpleasant and often impossible. 

It is, however, possible, by a study of the routine snap 
decisions one makes in medical practice, to obtain at least 
a dim awareness of one’s identification processes, and to 
beware of such snap decisions. 

The Delay 

Having given the snap advice, the doctor then delayed 
his departure for an hour or so. The reasons were per- 
fectly valid: medical practice has to be organised in a 
business-like way in the interest of doctor and patient 
alike; a reasonable economy in time and petrol, com- 
patible with the interests of the patient, has to be exer- 
cised; and an hour’s delay in a case of acute appendicitis 
is no longer very serious. 

Yet the cail was urgent and aroused enough anxiety 
in the doctor to cause him to advise first-aid treatment. 
Furthermore, calls at inconvenient hours are common, 
and I have often gone without delay to urgent calls. The 
above reasons cannot, therefore, be complete. 

We have seen that the emotional situation which led 
to the snap advice was complex. The snap advice over 
the telephone not only relieved the doctor’s anxiety, but 
also served as a psychic defence against guilt and 
enabled him to eat his breakfast in peace. The snap 
advice and the delay in going represent the ambivalence 
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of the doctor’s attitude to the call. Why was the call 
resented, and whence was the hostility derived ? 

In his previous dealing with the family the doctor had not 
minded obliging the child’s mother. This time, however, he 
hesitated. The parents clearly thought that the child had 
acute appendicitis, and the doctor, too, had provisionally 
made that diagnosis. Considering the mother’s previous 
reaction to the child’s tonsillar illness, it seemed fair to assume 
that she would again demand operation. The doctor did not 
like this at all. He hesitated to send the child to hospital, 
as he might reasonably have done, and preferred a more 
tedious procedure. The doctor’s dislike was directed against 
the possibility of an abdominal operation in this case. 

We can see here a further outcome of his identification with 
the sick child. His dislike of falling in with the mother’s 
presumed wishes was due to his own then unremembered 
childhood fears of death and mutilation which aroused anxiety. 
The doctor’s hostility was, at least partly, a defence against 
this anxiety. The hostility was deviated into a well-rationalised 
delay. 

Hostility always has a definite direction. The two persons, 
or rather images, against which the doctor’s hostility was 
directed, were the child and her mother. The doctor resented 
the implicit demand by the mother for an operation—a 
demand which became explicit later. The limit of his willing- 
ness to oblige had been reached, and he said, “‘ Let the mother 
remain anxious.” 

The action of delay showed also a hidden hostility towards 
the sick child, because in waiting there was a risk that the child 
might get worse. We know that the image of the sick child 
in the doctor arose out of his identification of the child with 
his own infantile self. The punitive action against the sick 
child was equivalent to the punishment he expected, as a child, 
during attacks of pain. The aggressive forces that had been 
directed against himself were now directed against the image 
of the child. 

We see now one part of the doctor’s mental structure 
which wanted him to do his duty (namely to go) battling 
against another part, which wanted him to delay. The 
result was a compromise, which worked fairly well: the 
doctor had time to deal with his anxiety, he found an 
outlet for his resentment by delaying, he could alleviate 
his feeling of guilt by his snap advice, and the child’s 
pain was relieved and the parents’ anxiety lessened. We 
flatter ourselves by calling such a fortuitous confluence of 
circumstances good clinical judgment. 

Guilt 

The feeling of guilt might seem peculiar to our case, 
because the doctor happened to have had certain guilt- 
laden events in his childhood. But the guilt was. not 
derived only from the doctor’s childhood memories. Like 
most psychic events, it had multiple sources. The doctor’s 
initial anxiety mobilised hostility, or resentment, which 
in turn mobilised guilt. But even had there been no 
resentment, we should have found in our doctor the urge 
to do something for the child and the parents, arising 
out of the feeling of “concern”, which contains an 
element of threat. The concern about the patient implies 
a feeling that not to attend to the patient’s need might 
endanger the doctor—either in his self-esteem or in his 
relationship to the patient—and this feeling is guilt. 

The mobilisation of guilt in doctors by their patients is 
a general and essential spring of their professional activi- 
ties. The super-ego function which we call professional 
conscience or a sense of professional duty is based on 
the sense of guilt, as is all social conscience. The safe- 
guard against default is not the threat of punishment by 
external agencies, but the internal threat to our self- 
esteem. This threat, the expression of the’ conflict 


between what we ought to do and what we want to do, 
is, affectively, guilt. Without it, no doctor-patient 
relationship in our sense would be possible. If identifica- 
tion is the basis of the adaptation of the doctor in the 
doctor-patient relationship, guilt is the affective driving 
force. 


It is important for the doctor to become aware of, and to be 
able to accept, guilt. Even the particular arousal of guilt (as 
in our case) which represents special pleading is common 
enough to cause irrational treatment of the patient and unneces- 
sary suffering to the doctor. Some doctors cannot do enough 
for their patients (not always to the patients’ advantage), and 
wear themselves out for trifles; others even committed suicide 
because they thought they had not done an operation skilfully 
enough, expiating unconscious guilt and paying far too high 
a price. ° 

Our doctor felt that something ought to be done to keep the 
parents occupied, so he kept them busy with the hot-water 
bottle. In terms of affects, he felt that they were not doing 
enough for the child, In keeping them actively employed, he 
reassured not only them but also their image in his own mind, 
and, having identified himself with them, he reassured himself. 
The doctor felt the urge to make them into “ better ’”’ parents, 
and thus, by identification, became “ better ” himself. 

This urge to produce “ good ”’ images of our patients, and 
thus a “ good ” self by identification, may lead to therapeutic 
overactivity which may be disastrous. The urge for the doctor 
to be a “‘ good ” doctor may make it hard for him to bear that 
at times he cannot cure a patient, and the hapless patient who 
will not or cannot get better may be mercilessly punished with 
drugs, operations, and specialist consultations, and eventually 
perhaps abandoned altogether. There is an element of: such 
compulsion towards “‘ goodness” in the spot advice in our 
case, too. 

The Clinical Examination 

When I arrived at the house I obtained a brief history; 
I then examined the child systematically, beginning with 
the throat and ears, and including the chest, nervous 
system, and abdomen, and taking her temperature and 
pulse-rate. On reflection later, however, I realised that 
I had examined the throat, ears, nervous system, and 
chest rather perfunctorily, but the abdomen minutely, 
including réctal examination. 


In busy general practice one cannot always make detailed 
general examinations, but’ when I do so, I take pleasure and 
pride, as most doctors do, in the skill with which I can perform 
the various diagnostic procedures, and I am thrilled when I 
discover an unusual sign which shows that I still possess the 
technical skill that medical education and experience have 
taught me. But now I had certainly not used my skill to its 
best advantage. I inspected, percussed, and auscultated the 
child’s chest, but did not find the abnormal signs which two 
hours later—when the pediatrician had demonstrated them 
to me—were fairly obvious. It seems that my examination was 
made as if it was meant merely to confirm the already settled 
diagnosis of acute appendicitis. I was apparently searching 
for confirmatory evidence, turning a blind eye on such signs 
as might have indicated a different diagnosis. 

Yet, I could not accept the diagnosis of acute appendicitis, 
though I could think of no other. No doubt the mutilation 
anxiety was one factor that held me back from accepting the 
diagnosis, with its consequence of operation. But had this been 
the only reason, then careful and observant examination of the 
child would have given me enough clues to pronounce joyfully 
a different diagnosis, and I should have probed for signs of 
pneumonia rather than overlooked them. 

The doctor’s attitude was ambivalent: he wanted to find the 
source of the child’s illness in her abdomen, as in his infant 
days the source of his pain had been presumed to be in his 
abdomen, yet he did not want it to be there, on account of his 
mutilation anxieties. His affectively determined conviction 
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that the illness was in the abdomen overshadowed his contrary 
wish, and made him overlook the other diagnostic signs. But 
in spite of this there was doubt, and a desire to achieve a correct 
diagnosis. The signs which he became aware of later, with the 
pediatrician, must have been perceived and noted, though 
unconsciously. This was enough in a man with medical training 
and experience to prevent him from declaring bluntly that this 
was acute appendicitis. The perceptive part of his mental 
apparatus, his ego, was largely occupied with the building of 
defences against his anxiety, and only a part of the ego was 
free to deal objectively with reality. 


Such a reduction of the ego and narrowing of the sense 
of reality will happen in the countertransference when 
unconscious affects are mobilised in the doctor to which 
he must adapt himself by psychic defences. Blind spots 
will then impair some of his ability to perceive or connect 
logically. A knowledge of one’s own sources of anxiety 
would, of course, help one to recognise the blind spots, or, 
failing that, a second opinion may help to rectify one’s 
errors. It is important to remember that diagnostic and 
therapeutic errors may arise not only through the limita- 
tions of one’s knowledge or technique, but also, perhaps 
largely, through affective impairments of one’s perceptive 
and reasoning ability. 


Choice of Consultant 
My inability to arrive at a firm diagnosis added further 
to my anxiety. Of course, I often have to act thera- 
peutically on an uncertain diagnosis; but in this case it 
seemed important not to do so. I had to be a “ good ” 
physician, one who can diagnose and heal. 


Sometimes we find it easier and sometimes harder to admit 
medical defeat, or, in terms of the counter-transfererite, 
sometimes we can bear to be “‘ bad ” and sometimes we cannot. 
I had identified myself with a child who was ill or, in terms of 
my infantile fantasies, “‘ bad”. I had identified myself with 
the parents too, and the load of guilt in having to be both a 
“bad” child and a “‘ bad” parental figure would have been 
too much. Previously I transformed the parents into “‘ actively 
good ” parents, for the relief of guilt. Similarly, I had to 
transform myself into an “ actively good ”’ doctor. 

There was only one way of doing so—by calling in a consul- 
tant on whose opinion I could rely. Psychologically speaking, 
I was searching for another “ good ” doctor with whom I could 
identify myself and thus, by the process of identification, 
become a “‘ good” doctor myself. I put the alternative of 
hospital or domiciliary consultation before the patient-group 
but, in fact, the decision had already been taken. I knew that 
the child did not want to go into hospital, and I trusted myself 
to persuade the mother to my decision. 

The pediatrician came. I agreed with the consultant on the 
points he raised, and felt much relieved. Anxiety and guilt 
left me on identification with the consultant. It was, after all, 
not the child’s abdomen that was the seat of the trouble; there 
was no question of operation, and my doubts about the 
diagnosis had proved that I was a “‘ good ” doctor. 

Why did the doctor call a pediatrician and not a surgeon 
into consultation ? After all, acute appendicitis was the nearest 
approach to a diagnosis, and the proper person to consult 
would have been a surgeon. But the doctor tried, even in the 
selection of his consultant, to fight shy of a diagnosis that 
might involve operation. His infantile mutilation anxieties 
determined the choice of consultant. Again, this affect- 
determined choice is not restricted to the case under dis- 
cussion. Many patients with hysterical conversions symptoms 
are sent to cardiologists, neurologists, and surgeons, sometimes 
with and sometimes without the rationalisation of ‘* to exclude 
organic disease’, but always in the fervent hope that th 
doctor may be spared the anxiety-arousing, upsetting recogni- 
tion of emotional tempests in the patient, which in turn, in 
the counter-transference, stir up the doctor’s emotions. 


The Penicillin Injection 

The final step was the injection of penicillin. The 
pediatrician had advised antibiotics without specifying 
them. It is my habit to use oral antibiotics in children to 
avoid the hurt of injection. But now I felt differently ; I 
thought of penicillin as a specific for pneumonia, of the 
saving in the national drug bill, and of the quicker action 
of parenteral administration, and I felt suddenly very 
righteous about giving injections. 

Looking at the case as a whole, the question of operations and 
maiming has been prominent, We remember that the character 
of my relationship with the patient-group had been determined 
by my compliance with the mother’s wish for tonsillectomy. 
An operation, beneficial as it may be, is mutilating. The doctor 
was used by the mother as an instrument for this symbolically 
destructive action. When he complied, she was very pleased 
with him and thereby made him feel that he was a “‘ good ” 
doctor. The same happened in the case of the appendix. The 
mother hoped, and even pressed, for the relief of her anxiety 
over the sick child again through attack on the bodily integrity 
of the child, and again the doctor was to be the instrument. 
Now, however, the doctor could not agree, because this aroused 
his own mutilation anxieties. But he had hostile feelings of his 
own towards the child, connected with his infantile self-punitive 
desires. 

This aggression was successfully repressed until the 
final act, the injection, when the child could be hurt, yet 
where the action could be freed from all guilt, as the 
doctor’s rationalisation has shown. In fact, the deep 
justification felt by the doctor for the injection was a form 
of over-compensation, a way of saying: ‘‘ Not only have I 
done no wrong, I have done very much right.” 

The doctor liked his little patient, and wanted to help her 
and make her well, but through identification he felt hostile 
and unconsciously wanted to hurt her. We can often discover 
aggressive and hostile slants in our treatment activities: evil- 
tasting medicines, reproaches, coldness, excessive brevity, 
refusals, operations. We usually have very good excuses, but 
the emotional background is one of hostility. In our case, the 
unconscious emotions of liking and wanting to hurt were the 
expression of two basic drives directed towards the patient— 
affection and aggression—which had been in conflict. Affection 
had led to identification, willingness to help, concern, anxiety. 
Aggression had led to hostility, delay, guilt. Now, they had 
become fused. This fusion was expressed in the helping, yet 
hurting, act of the penicillin injection. 

The final act illustrates well the fundamental source 
of the affects, especially anxiety, which we have studied 
previously. The conflict between libido and aggression, 
brought about tension, which was felt as anxiety. Various 

other tension-raising and anxiety-producing psychic 
events in turn happened, as we have seen, and increased 
the basic anxiety. 
Summary 

In an ordinary illness, a case of pneumonia, the influence 
of the attitudes of the doctor on diagnosis and treatment 
have been studied. -The attitudes are based on the 
identifications of the doctor with the patient and his 
family, and the underlying emotional driving forces in 
the doctor-patient relationship are anxiety, hostility, and 
guilt. They may be used in the service of the patient, or 
to his detriment, because they may blind the sense of 
reality in the doctor, unless he is aware of them and 
their sources. 

I wish to thank Mr. John O. Wisdom, pxH.D., and Dr. M. Balint 
for helpful criticisms of my manuscript. 
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UTERINE IRRITABILITY 


THE CONCEPT AND ITS CLINICAL APPLICATIONS, 
EXEMPLIFIED BY THE OXYTOCIN-SENSITIVITY 
TEST* 
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NUFFIELD RESEARCH ASSISTANT, OBSTETRIC UNIT, UNIVERSITY COLLEGE 
HOSPITAL, LONDON W.C.1 


THE uterus can be stimulated to contract in many 
ways. 

Vaginal palpation, dilatation of the cervical canal, or the 
introduction of foreign bodies into the uterus induce contrac- 
tions or modify the spontaneous rhythm. Electrical stimulation 
of the myometrium or of the cervix will cause local and some- 
times general contractions. Intrauterine infection is said to 
initiate contractions. Oxytocin, ergometrine, and other 
oxytocic drugs increase the frequency of contractions, while 
adrenaline, papaverine, ether and chloroform anzsthesia, and 
amylnitrite reduce it. Emotional stimuli—such as showing a 
hypodermic needle to a patient—may excite a contraction. 
The same stimulus in a patient having regular contractions 
may cause a contraction to be missed. Stimulation of the 
nipples is also known to produce uterine contractions. 

The magnitude of the stimuli required to elicit a 
change in myometrial activity and the response of the 
uterus to a given stimulus are both very variable quan- 
tities. 

The obstetrician wishes to know the overall state of 
uterine irritability. Will his patient abort spontaneously ? 


RESULTS OF OXYTOCIN-SENSITIVITY TEST FOR INDUCTION OF LABOUR 
BY LOW RUPTURE OF MEMBRANES (ammesgrene) 


Test | No. of Time to labour onset (hrs.) 


Mean Min. Max. S. D. 














Series A: 
0-01 8 15 0 4 13 Amniotomy 
0-02 14 47 0 19 61 | after 
0-03 14 11-2 1 23 8-4 test 
0-04 5 11-0 3 30* 
0-05 3 12-3 1 34* 
0-06 2 96 96 96t 

Series B: 
0-01- 38 ll 86% in labour in 24 hr., amniotomy 
0-03 before test. 
e- 16 49 54% in labour in 24 hr. 


Series C: 
Patients treated by oxytocin intravenous infusion’ until in labour or 
sensitive to — raw | - less. Initially 0-04 or more: 
1 


* 1 had oxytocin also. 
t 2 had oxytocin for four days. 


Is labour imminent? Will amniotomy or an oxytocic 
induce labour? To answer him adequately, the causal 
factors ought to be assayed separately and their composite 
effect should then be integrated by some master mind. 
Fortunately, however, the patient is a ready-made 
laboratory and calculating machine which will do the 
assay and summation and provide the answer directly. 
Since treatments are aimed at increasing or reducing 
activity, the responsiveness of the uterus to them can be 
measured by adding or subtracting a known stimulus of 
the magnitude required to evoke or suppress activity. 
As uterine irritability may vary spontaneously in a matter 
of hours, a quick test of irritability is more useful than 
a lengthy assay. 


bd Substance of a lecture and discussion given at Symposion tiber tiber 
Wehenphysiologie und Pathologie held by the Mittelrheinische 
Gesellschaft at Marburg in May, 1957. 


This is not to question the need for further research 
on the prime causes of myometrial hypoactivity or hyper- 
activity. It is always satisfactory to treat disorders by restoring 
normal levels of constituents where these can be shown to be 
in excess or deficient, provided that the abnormal levels found 
by analysis are prime causes and not compensatory changes. 
But the present inadequacy of this approach is evident from the 
ineffectiveness of substitution therapy as contrasted with the 
effectiveness of 
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Arrowed circles indicate patients in whom the 
onset of labour was induced artificially. This 
graph, the first evidence of the practical useful- 
ness of the test, was exhibited at the International 
Congress of Obstetricians and Gynacologists at 
Geneva in July, 1954. 


the uterus 

through the mediation of the nervous system or an inter- 
mediate endocrine reaction could hardly be expected to 
bear a constant relation to those that act directly on the 
myometrium.) Two possible methods are: 

1. Direct electrical stimulation of the cervix or fundus of 
the uterus to evoke a local contraction of the myometrium. 
This contraction, however, may not spread to the whole 
uterus, and is difficult to observe. 

2. Intravenous administration of minimal doses of oxytocin, 
0-01 to 0-1 unit, to cause an increase of uterine activity of 
observable magnitude. In cases of excess activity a reverse 
measurement can be made by giving minute doses of levo- 
adrenaline, which is a potent inhibitor of uterine action. 

The oxytocin method of assaying irritability is closely 
enough related to the natural contractile mechanism to be 
of real value as a clinical sign. Our investigations relating 
oxytocin sensitivity to the onset of spontaneous contrac- 
tions, and to the success of methods used to induce 
labour, support the view that the inert uterus is not 
myasthenic but merely unable to contract as a whole. 
The reason why it cannot contract as a whole is that the 
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Fig. 2—Tocograph recording from patient without spontaneous 
contractions and with oxytocin sensitivity 0-10 unit. 
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Fig. 4—Ineffectiveness of oxytocin in uterine fibrillation. 


made between oxytocin therapy and amniotomy, or 
possibly a cesarean section if the uterus is non-irritable 
and speedy delivery is required. Patients with a delayed 
onset of labour will often be found to maintain the same 
degree of reduced irritability day after day, as though 
they had reached the ceiling of their endocrine or other 
capabilities. 

Methods of inducing labour act because they are bio- 
logical irritants. With the exception of oxytocic drugs, 
they are weak irritants and therefore ineffective unless the 
uterus has an irritability approaching that required for 
spontaneous labour. 

Amniotomy, which not only acts as an irritant but is 
also an aid to shorter labour, is undoubtedly the best 
means of induction, provided the uterus is irritable 
enough to respond. 

Rupture of the fore membranes allows the presenting part to 
descend and, by increasing pressure on the cervix, directly 
stimulates uterine action (Huber and Beck 1957). Reduction 
of uterine volume makes the muscle-fibres shorter, and they 
may thereby become more active physiologically; this effect is 
principally noticeable in the presence of hydramnios. Trauma 
of the cervix may contribute to irritability chemically or 
through the nervous organisation. Low, opposed to high, 


The patient is in bed and at rest. Ambulant patients should 





0-020r° 
INFUSION STRENGTH 


60k 5 units per litre 


° 

o 

uw 

T 
L 
t=] 
tT 
> 
. 
l 


(drops per min.) 
us 
° 


n 
o 
t 
oe. 
ee ¢ 
\ 
i 


OXYTOCIN INFUSION RATE 
( units per min.) 
° 
4 
° 
tT 














oe 
0-005} poe ° 
a 2 
s . 
10F 7 4 
_eaapeen 
a 0 sa ane ih ee ae ele 
002 004 006 006 


OXYTOCIN SENSITIVITY (units ) 


Fig. 6—Relation between oxytocin sensitivity and oxytocin-infusion 
rate required for induction. The correlation is significant at 
50: 1 probability. 
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Fig. 7—Direct irritating effect of amniotomy resulting from 
increased pressure on cervix: a, before rupture of membranes; 
b, after rupture of membranes. Cervix 3 cm. dilated. There 
was an interval of only 3 minutes between a and b. 


rest for about an hour. The patient is assured that the investiga- 
tion is painless and harmless and will aid her treatment. 

Some form of contraction recorder is placed on the abdomen 
(tocograph) and a recording made for a quarter of an hour or 
more to note any spontaneous contractions. Oxytocin 0-01 unit 
per ml. is prepared in a 10 ml. syringe, and the injection is 
begun at the end of a spontaneous contraction or of any 
spurious contraction elicited by the exhibition of the syringe. 
An arm vein is chosen, and care must be exercised to ensure 
that the patient’s clothes do not occlude the venous return. 
The patient is asked to close her hand from time to time during 
the injections to prevent venous stasis in the arm. 0-01 unit is 
injected at minute intervals until a contraction occurs. The 
total dose given is called the oxytocin sensitivity. 

The intensity of the contraction elicited can be noted and is 
often found to be much stronger than the spontaneous con- 
tractions which preceded the test. This shows the capabilities 
of the myometrium and that the spontaneous contractions 
were not exciting the whole uterus. 

In some patients with a fast spontaneous contractile rhythm, 
perhaps one or more weak contractions per minute, a condition 
called by Alvarez and Caldeyro-Barcia (1954) uterine fibrilla- 
tion, the test organises this activity into a generalised contrac- 
tion of normal strength; but in a few patients oxytocin only 
accentuates the fast rhythm. The proper treatment of patients 
in this latter category has not been determined. 

The result of the investigations into the value of the 
test are shown by figs. 1-7. 

Investigations, not reproduced graphically, showed that 
there was no significant relation between results of the 
test and the length of labour. This was to be expected 
because the irritability is related to the onset of labour 
and not to the difficulties to be overcome. Further, no 
significant relation was found between the interval from 
induction to the onset of labour and the extent to which 
the cervix is taken up at the time of induction. Examina- 
tion of the cervix did not appear to be a satisfactory 
alternative to the oxytocin-sensitivity test. 


Summary 

The biological irritability of the uterus can be assessed 
by measuring the minimal dose of oxytocin required to 
produce a perceptible change in myometrial activity. The 
magnitude of dose required is used to specify the 
irritability. 

This oxytocin-sensitivity test has useful clinical appli- 
cations. When labour is induced surgically, the results of 





the test bear a significant relation to the interval between 
amniotomy and the onset of labour. They are also 
related to the rate of oxytocin infusion required to 
establish regular labour-like contractions. 

In normal patients near term, the test indicates how 
long an interval may be expected before the spontaneous 
onset of labour. If the test shows a constantly low uterine 
irritability day after day, the infant is likely to be post- 
mature unless labour is induced. 

Other tests on the same principle are possible but have 
not been investigated. 

The test has applications to the study of ui -rine action 
because it provides a method of measuring the change in 
irritability resulting from administration of drugs or from 
the application of other stimuli to the myometrium or its 
nerve-supply. 

This work was undertaken as part of a programme of obstetric 
research supported by the Nuffield Foundation and the Rockefeller 
Fund of University College Hospital Medical School. In addition, 
the support and encouragement of Prof. W. C. W. Nixon and the 
staff of the obstetric unit is gratefully acknowledged. 

REFERENCES 


Alvarez, H., Caldeyro-Barcia, R. (1954) Gynecologia, 1 
eh & Bow (1955) ahnied wees be ep Obstetrics and 
bee A 
Beck H. o Goan Gun 0 + 121. 

ow? (1956/7) Pie, 7 ck ges. Physi 


190. 
ynacology (edited 


BLOOD-GROUPS IN TUMOURS OF 
SALIVARY TISSUE 
J. MALCOLM CAMERON 
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IN view of the increasing evidence of a relationship 
between ABO blood-groups and certain diseases, I have 
in the past two years ascertained the blood-groups of 
patients with tumours of salivary tissue. Of 395 such 
patients reviewed, the blood-group is now known in 341. 

The figure shows the general results side by side with 
those obtained in a control series of 5898 consecutive 
new registrations of blood-donors at the regional blood- 
transfusion centre in Glasgow in 1952-55. Statistically 
the preponderance of group A in the tumour series is 
highly significant. It will be seen that the gain in this 
group is at the expense of group O. 

The table provides more detailed information about 
the blood-groups of the patients in the various categories 
of salivary-gland tumour and in the control. It will be 
seen that, in all three types, there is a striking preponder- 





CONTROLS 
( 5898 consecutive 
blood-donors ) 


SALIVARY TUMOURS 
(341 cases ) 
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Distribution of blood-groups in 341 patients with tumours of 
salivary tissue and in 5898 controls. 
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INCIDENCE OF DIFFERENT TYPES OF TUMOURS OF SALIVARY TISSUE 
ACCORDING TO BLOOD-GROUPS 


Blood- Pleomorphic : Adeno- 
group Control edencms Carcinoma lymphoma Total 
A |1906 (32-3%)| 170 (57-8%) | 29 (82:9%) | 7 (583%) | 206 (60-4%) 
B 637 (10:'8%)| 23 (7:-8%)| 1 (2:8%)| 1 (8:3%)| 25 (7:3%) 
O (3177(53-9%)| 92 (31-93% 5 (14:-3%) | 3 (25-0%) | 100 (29-3%) 
AB | 178 (3:0%)| 9 (31%) _ 1 (83%) | 10 (29%) 
J 7 2 A, Mae ictal Mena te ni-« - - 
Total 5898 294 35 12 341 


ance of group A and a corresponding rarity of group O 
compared with the controls. 

In analysing the figures, as groups B and AB are 
relatively constant throughout, group O has been com- 
pared with groups A, B, and AB combined together, and 
the results compared with the control as follows: 

(1) Pleomorphic adenoma ( y?=57-3) shows a_ highly 
significant percentage with group O significantly higher for the 
controls as against pleomorphic adenoma. 

(2) Carcinoma ( y?=21-9) again shows a highly significant 
percentage with group O significantly higher for the controls. 

(3) Adenolymphoma does not show a significantly lower 
percentage of group O ( x?=2-94). The indications, however, 
are that, if the number of patients were increased, significance 
would be established. 

(4) All types of salivary tumours were finally considered 
together and, as would be expected, there was a highly signi- 
ficant ( ¥?=77-9) percentage, with group O significantly higher 
for the controls. 

These findings provide convincing statistical evidence 
of an unusually high incidence of blood-group A in this 
series of patients with salivary tumours. This is all the 
more striking because in Scotland group A is found ina 
smaller proportion of the population than in England. 


Discussion 


From recent investigations into the relationship 
between disease and ABO blood-groups it appears that 
these groups are associated with susceptibility to some 
disorders and relative immunity to others. The incidence 
of group A has been shown to be unduly high in patients 
with pernicious anemia (Buchanan and Higley 1921), 
carcinoma of the stomach (Aird et el. 1953), and broncho- 
pneumonia in infancy (Struthers 1951). Group O occurs 
with excessive frequency in persons with peptic ulceration 
(Aird et al. 1954, Brown et al. 1956). 

Of these associations the most striking so far published 
is that between the blood-group and lesions of the stomach 
and duodenum. In the present investigation, however, 
an even greater excess of group A has been found in 
patients with tumours of salivary tissue. 

The selection of a control group’ presents a well- 
recognised difficulty (Allan 1954). As a proportion have 
diseases known to be associated with certain blood-groups, 
hospital patients are unsuitable. I am indebted, therefore, 
to Dr. John Wallace, of the regional blood-transfusion 
centre in Glasgow, for the data concerning consecutive 
donor registrations. 

Summary 

The distribution of ABO blood-groups among 341 
patients with tumours of salivary tissue was determined. 
The frequency of group A was significantly higher than in 
5898 consecutive donors registered at the regional blood- 
transfusion centre. 


85 of the patients attended the Western Infirmary and the Southern 
General Hospital, Glasgow (1950-55), and the others the Glasgow 
Royal Infirmary (1935-56). I should like to thank the medical 


superintendents of these three hospitals for access to patients and 
records, and Mr. R. A. Thomson for considerable help in tracing 
the Royal Infirmary patients. I am indebted to Prof. W. A. Mackey, 
Prof. T. Symington, and Dr. A. Dick for valuable advice and 
criticism; to Dr. I. Cook and Dr. Robert McAndrew for cross- 
checking most of the blood-groups; to Dr. R. A. Robb, of the depart- 
ment of mathematics in the University of Glasgow, for providing 
statistical assistance; to Mr. P. Elliott for the tables; and to all the 
surgeons and general practitioners who have assisted me throughout 
the investigations. 
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DIAGNOSIS OF GENETIC SEX BY 
LEUCOCYTE MORPHOLOGY 
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THE development of cytological methods for the 
diagnosis of genetic sex has been a great stimulus to the 
study of human intersexuality. Two techniques are 
available : 

(1) A high proportion of the intermitotic nuclei of the cells 
of the skin and many other tissues show, in the female, a 
characteristic mass of heterochromatin usually lying adjacent 
to the nuclear membrane. Such masses are seen in less than 
10% of the nuclei in normal males (Moore and Barr 1954). 

(2) Davidson and Smith (1954) described the presence of 
a nuclear appendage or “ drumstick ”’ satellite on the nuclei of 
polymorphonuclear leucocytes. In the normal female more 
than 6, and in the male less than 6, such bodies were found in 
a count of 500 mature polymorphs. 


For the sake of brevity the genetic sex determined 
by the first method will be described here as the nuclear 
sex, and by the second as the polymorph sex. We record 
two cases in which a discrepancy was found between the 
results obtained by the two methods, and we discuss the 
validity of the leucocyte method. 


Case-reports 

Case 1.—A child aged 20 months (described in detail by 
Ashley and Jones 1958) is considered to be an example of 
complete sex reversal in that the nuclear sex is male but the 
phenotype is female and the gonads are histologically indis- 
tinguishable from normal infantile ovaries. Cells from the skin 
and buccal mucosa were examined on several occasions, and 
heterochromatin was always found in less than 6% of the 
resting nuclei. Examination of blood-films, however, showed 
that “‘ drumsticks’ were present in 3% of the polymorphs, 
a frequency well within the range regarded as female. 

Case 2.—This patient, a case of Turner’s syndrome, was 
seen at the age of 14 months because of poor gain in weight. 
She then weighed 16 lb. 5 oz., her birthweight having been 
6 lb. 14 oz. She was undersized, with slight webbing of the 
neck and marked cubitus valgus. Her external genitalia were 
normal. Heterochromatin was found in 4%, of the cells of her 
buccal mucosa, and her genetic sex was diagnosed as male. 
Examination of blood-films, however, showed “ drumsticks ”’ 
in 7% of the polymorphs. 
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Discussion 


During the past two years many workers have reported 
discrepant results in the diagnosis of genetic sex by the 
two methods. 

Plunkett and Barr (1956) eeported two cases of Klinefelter’s 
syndrome in which the nuclear sex was female but the poly- 
morphs had “ drumsticks ” in only 6 of 784 cells and 6 of 900 
cells. This frequency of “‘ drumsticks ”’ is just outside the 
normal range for females. Similar discrepancies were seen by 
Riis et al. (1957) in two cases of Klinefelter’s syndrome; by 
Kosenow (1957) in a case of Turner’s syndrome of female 
nuclear sex; by Wiedemann (1957) in cases of Klinefelter’s 
syndrome; and by Armstrong et al. (1957) in a case of true 
hermaphroditism in which the nuclear sex was female. 


All these discrepancies were in the same direction— 
i.e., the nuclear sex was female, but the polymorphs 
showed a smaller percentage of satellites than is normal 
in the female. Our two cases show an incongruity in the 
opposite sense, the nuclear sex being male but the poly- 
morphs showing satellite frequencies well within the 
female range. Greenblatt et al. (1957) have reported the 
same discrepancy in three cases of Turner’s syndrome. 

Such findings as we have mentioned must raise the 
question of the validity of each method of genetic sexing 
vis-a-vis the other. 

Lennox (1956) has reviewed the subject of nuclear sexing 
and has discussed the evidence supporting the current view 
that the “‘ sex chromatin” of the resting nucleus is closely 
associated, if not identical, with the XX-chromosome complex. 

Davidson and Smith (1954) were tempted to regard the 
nuclear satellite as analogous to Barr’s sex chromatin, which 
had become pinched off in drumstick form, and thus analogous 
to the XX-chromosome complex. Davidson (1957), however, 
has reported discrepant findings in Klinefelter’s syndrome and 
now regards the satellite bodies of the leucocytes as being less 
closely linked to the XX-chromosome complex than is the 
nuclear heterochromatin. 

Briggs and Kupperman (1956) carried out polymorph sexing 
on twenty abnormal males and forty-one abnormal females 
and described the results in fifteen cases as “‘ not conforming 
exactly to the criteria of Davidson and. Smith but diagnosable ”’. 
They emphasised this point and suggested that the incidence 
of “ drumsticks ” might have been influenced by the abnormal 
hormonal environment seen in these cases of aberrant sexual 
development. 

Some workers, however, still regard the polymorph 
method of sexing as an accurate indication of the genetic 
sex. Kosenow (1956) recommends that it should be used 
in preference to skin biopsy or mucosal smear, and cases 
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Fig. 3—Neutrophil polymorph showing 
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of aberrant sexual development have been recorded in 
which the genetic sex has been diagnosed only from 
blood-films. 

Carpentier et al. (1957) found a sex difference in the leuco- 
cytes of the rabbit, a species in which the conventional method 
of nuclear sexing is inapplicable. They claimed to find evidence 
of the subdivision of the “‘ drumstick ” in a manner analogous 
to the “‘ diplococcus form ” of the sex-chromatin body of the 
nerve-cell described by Crouch and Barr (1954) and they 
regard the “ drumstick ” in the rabbit as a cytological expres- 
sion of the XX complex, as do Sachs and Danon (1956) in man. 
Cytological studies of human blood-cells are scanty. Riis 
(1957) found that sex chromatin could be identified in the 
lymphocytes of the peripheral blood, and Ashley (1957) 
reported the occurrence of sex chromatin in the resting nuclei 
of cells of the blood and bone-marrow in man. Sex chromatin 
was identified in each type of cell of the myeloid series, includ- 
ing polymorphs, which showed also the “ drumsticks” of 
Davidson and Smith (1954). It was identified also in lympho- 
cytes and in early and intermediate normoblasts. The nucleus 
of the late normoblast, which is not in an intermitotic phase, 
shows no sex chromatin. Figs. 1-3, taken from a specimen 
of bone-marrow from a normal fecund female, show masses 
of heterochromatin beneath the nuclear membrane in mature 
polymorphs and a band cell, one of the former showing also 
a “‘ drumstick ”’ satellite. 

The finding of discrepancies between the nuclear sex 
and the polymorph sex, together with the cytological 
demonstration in leucocytes of typical sex-chromatin 
masses distinct from the nuclear satellite, indicates that 
leucocyte morphology cannot be accepted as a valid 
criterion for the diagnosis of genetic sex, and that the 
satellite body of the polymorph should be regarded as a 
sex characteristic rather than as the expression of the 
XX-chromosome complex. It is likely, however, that the 
characteristic leucocyte morphology is genetically con- 
trolled. This view is supported by the finding of female- 
type polymorphs in the blood of the male twins in two 
instances of blood chimerism in man (Booth et al. 1957, 
Nicholas et al. 1957). In both these cases it was postulated 
that female myeloid cells had been implanted in the bone- 
marrow of the male twins, and that they had retained 
their ability to produce “‘ drumstick ”’ satellites. 

In conclusion we suggest that the determination of 
genetic sex, which has now become an important diag- 
nostic tool, should be carried out by the method, and 
using the criteria, of Moore and Barr (1954). The buccal 
mucosa affords the simplest method of obtaining suitable 
cells, but the skin and many other tissues may be used if 
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available. Leucocyte morphology, though clearly deserv- 


ing much further study, particularly where discrepancies 
occur, cannot be regarded as a satisfactory routine 
method. 

Summary 

Two cases are described in which the nuclear sex was 
male but the polymorph sex female. 

The validity of the hematological diagnosis of genetic 
sex is discussed, and it is concluded that the “ drum- 
sticks” of the polymorphonuclear leucocytes should be 
regarded as a sex characteristic rather than as the XX- 
chromosome complex, and that for routine diagnostic 
purposes the nuclear sexing method is to be preferred. 


We wish to thank Miss I. Forshall, F.r.c.s., and Dr. R. H. 
White-Jones for allowing us to report case 1; Dr. A. E. McCandless 
for allowing us to report case 2; and Dr. E. G. Hall for helpful 
discussion and advice. 
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IN a review of the literature Stringer et al. (1955) 
collected 140 published cases of cavernous hemangioma 
and added 2 of their own. In 135 the ages of the patients 
when first seen had been recorded: 


Age No. of Cases Age No. of Cases 
0-7 days . ot 3 31-40 yr 16 
7 days-1 yr. oe 3 41-50 yr 19 
1-10 yr. a ll 51-60 yt. 15 
11-20 yr. .. 23 61-70 yr. 4 
21-30 yr. .. 40 71-80 yr. 1 


We report here another case, in a man of 66, which has 
some unusual features. 


Case-report 

A tall lean shepherd, of 66, complained in 1954 that he had 
had a cough for many years. In 1945 he had coughed up a 
quantity of blood but had not felt ill and had not sought 
medical advice. In 1949 he had had another hemoptysis, 
followed by pyrexia for several days. No further attack occurred 
until 1954, when a bout of hemoptysis was accompanied by 
an exacerbation of the cough. 

No abnormal physical signs were found in the chest. The 
radiologist reported: “‘ Hypertensive heart shadow. The lung 
fields show moderate emphysema but no other lesion.” It 
was thought that the hemoptyses might have been due to 
epistaxis or to the strain of coughing. The patient did not 





Cavernous hemangioma of lung. 


attend at the surgery again, and in 1957 was found dead in 
bed. A coroner’s inquiry followed. 


Necropsy Findings 

There were no angiomata on the skin or in the mouth, and 
there was no clubbing of the fingers. Each bronchus contained 
about 1 oz. of liquid blood. The one leading to the left lower 
lobe was a little dilated and its inner surface red and velvety. 
Most of the left lower lobe was red and indurated, and some of 
the smaller air passages exuded pus. On the external surface 
the affected zone was slightly raised and had a serpiginous 
margin. There was no shrinkage of the lobe as a whole. The 
lung tissue elsewhere showed moderate ceedema. There was 
some hypertrophy of the left ventricle (heart 370 g.). The 
coronary arteries were of calcified pipe-stem type, and the 
descending branch of the left vessel was blocked for about an 
inch by adherent antemortem thrombus. No other significant 
changes were found. 


Histology 

Bronchus to the left lower lobe.-—The mucosa was almost 
fully replaced by a vascular sheet densely infiltrated by plasma 
cells and lymphocytes, the cells penetrating deeply among the 
submucosal secretory glands. There was no structural arrange- 
ment suggesting specific inflammation. A smaller air-vessel 
close by showed the same changes with almost complete 
blockage. 

Red zone of the lung.—The centre consisted of a cluster of 
vascular spaces filled with blood and embedded in dense 
inactive fibrous tissue (see figure). At the periphery relatively 
norma! lung tissue was solidly packed with extravasated blood. 
At the junction of the two zones there was a patchy and fairly 
dense infiltration by plasma cells. There was also a tiny focus 
of suppuration accompanied by necrosis. The lesion was evi- 
dently an ancient cavernous angioma, the hemorrhages from 
which had led to fibrosis and the migration of chronic inflam- 
matory cells, with a secondary acute infection added. 


Discussion 

Willis (1955) states that hemangiomata are in prac- 
tically all cases malformations and not neoplasms. They 
may arise in one particular tissue or as part of a syndrome. 
The tissues which may be affected are the skin, bones, 
central nervous system, peripheral nerves, and viscera. 
The syndromes are combinations of lesions in the follow- 
ing sites: 

(1) Skin and mucose. 


This hereditary disorder is particularly associated with the 
name of Osler (1901), who described 3 cases. At least four workers 
had drawn attention to the disease previously. The essential 
features are the skin lesions, epistaxis from nasal lesions, and the 
coincidence in several members of a family. Less usually hemor- 
rhages take place from the trachea, alimentary tract, and urinary « 
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tract, and in the brain. A detailed survey of 218 families was made 
by Garland and Anning (1950) and subsequently of a further 20 
families. 

(2) The skin and various viscera. 

(3) The skin and central nervous system. 

(4) The retina, central nervous system, and viscera. 


In the present case there were no angiomatous lesions 
other than in the lung. Until quite recently the solitary 
hemangioma of the jung was considered to be very rare. 


Whitaker (1947) could find only 5 reports and added a further 
2 cases. Cleland (1948) cited Whittaker’s findings and 
described 1 further case. Stringer et al. (1955) collected 140 
cases and added 2 of their own. The first published description 
is that of Churton (1897), who demonstrated the lungs of a 
boy, aged 12 years, affected by “‘ multiple aneurysms of the 
pulmonary artery”’. The first clinical diagnosis was made by 
Smith and Horton (1939) and the first successful surgical 
removal by Hepburn and Dauphinee (1942). 

Stringer et al. (1955) and other workers call the condition 
pulmonary arteriovenous fistula. The essential disturbance of 
normal physiology is that the angioma is fed by the pulmonary 
artery and drained by the pulmonary vein, a shunt being 
provided for venous blood, which, if large enough, will lead to 
dyspneea, cyanosis, finger clubbing, and polycythemia. The 
last-named may, of course, lead to peripheral thrombosis, 
cardiac hypertrophy, he@dache, and so on. Hzmoptysis 
develops in a minority of cases and leads to further difficulty 
in diagnosis. If the lesion is large enough, a loud bruit is 
discovered over the lesion. 

In the present case cough and hemoptysis were the 
only features. The lesion was too small to provide either 
a serious shunt, an audible bruit, or a lesion visible on 
radiography. The published cases are practically all of 
grave morbidity: in infants in whom the condition was 
compatible with life for days or weeks; in young persons 
regarded as the subject of congenital heart-disease; and 
in adults so incapacitated by defective oxygenation that 
lobectomy was imperative. Whitaker’s (1947) case 2, 
however, a man, aged 33, with lip angiomata, a bruit 
over the tumour, and worm-like opacities in the lung, 
was symptom-free when operation was suggested and 
declined to undergo it. 

The following details cited from Stringer et al. (1955) 
give some indication of the condition seen in patients 
aged more than 60: 

(1) Female, aged 65, disabled by dyspncea for thirty years; 
bilateral lesions; no operation. 

(2) Female, aged 63, with dyspnoea and cyanosis for fifteen 
years; no operation. 

(3) Female, aged 66, with pain in the back. Discovered at 
routine radiography; no operation. 

(4) Female, aged 63, with symptoms since childhood. Died 
at operation. 

Summary 

A man who died of coronary thrombosis, and was known 
to have had a cough and hemoptysis without other dis- 
turbance, was found to have a small cavernous heman- 
gioma of the lung. 


The photograph is by the photographic section of the Royal 
Society of Medicine. 
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It has long been known that photic stimulation may 
precipitate convulsions in persons of epileptic constitution. 
The earliest recorded method was that used by the ancient 
Greeks when selling slaves in the market (Temkin 1945). 
The potter’s wheel was rotated in front of their eyes. In 
some the intermittent occlusion of the sunlight caused 
vertigo and occasionally a seizure. In recent years this 
phenomenon has been used as an activator of epileptic 
discharges in patients undergoing investigation by electro- 
encephalography. The source of light is a high-powered 
stroboscope in which the frequency of the flash can be 
altered (Walter et al. 1946, Gastaut et al. 1948, Gastaut 
and Gastaut 1949). Bickford (1948) studying normal sub- 
jects by photic stimulation, noted that in 92% of people 
the-occipital frequencies could be “ driven ’’—that is, the 
frequencies followed the rate of flashes produced by the 
stroboscope. In many there was an associated subjective 
sensation of colour which was not unpleasant. Abnormal 
discharges, mainly slow and limited to the occipital region, 
could be produced in some; and in a few there was 
evidence of paroxysmal discharge of the whole cortex. 

It seems remarkable that some epileptics, particularly 
children, should have discovered these facts by chance, 
and subsequently should have found themselves compelled 
to induce epileptic episodes in themselves by producing 
flickering-light stimulation (Rail and Money 1953, 
Bickford et al. 1953, Robertson 1954). We report two 
further cases in which epileptic attacks are initiated by 
self-induced photic stimulation. 


Clinical Records 

Case 1.—A girl, aged 7 years, was first referred to one of 
us (J. H. H.) on June 13, 1956, for an opinion as to the nature 
and significance of an odd “habit” which her parents had 
noted with increasing concern. This was described as a rapid 
“ flicking ” of her left hand, with fingers held wide apart, in 
front of her eyes. She always faced towards the sun to do this 
and never performed on dull days. When she started to 
“ flick’, her eyelids blinked synchronously. After a few 
seconds she became motionless and “ her eyes go blank as if 
she was not there”’. Then she staggered or stumbled. On 
occasions she had fallen down, and once scratched herself 
severely by falling into a rose-bush. The loss of consciousness 
lasted for only a few seconds, and immediately after the episode 
“‘ she is back to normal ’’. She induced attacks only with her 
left hand, though she was naturally right-handed. Her parents 
had never noticed any spontaneous mental lapses. The child’s 
“ habit ” had first been noted about a year previously. About 
that time she had been taken to an ophthalmologist because of 
a concomitant convergent strabismus. For purposes of examina- 
tion her pupils were dilated with atropine. This experience 
upset her considerably; but unfortunately the parents cannot 
be sure whether the “habit” started before or after this 
episode, The mother maintained that she could tell if the child 
had been “ flicking ” a lot as at these times she was irritable. 
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She was an only child. Her birth was Rt PARIETAL 
uncomplicated, and she had had no serious 
physical illnesses. The parents, both very 
intelligent if fussy people, described her as 


always having been an excitable and very 
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determined child, who was noisy and over- Rt OCCIPITAL OO mrs 
active and chattered endlessly. She ran A Is 
rather than walked, strove to be the centre Lt OCCIPITAL 


of attraction, and had never had any special 
friends. Her only fear was of dogs. 
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There was no family history of epilepsy. 
When the child was 5 months old, her mother 
had a schizophrenic episode which required 8 
months’ treatment in a mental hospital; she 
responded well to insulin therapy and there had been no 
recurrence. From the beginning of this illness a nanny took 
over the care of the child, continuing until March, 1956—i.e., 
until after the onset of the “ hand-waving”. The small 
private school which she attended describes her as impulsive, 
erratic, and lacking in concentration. The staff and her class- 
mates had frequently commented on her “ habit”’ and had 
made unsuccessful attempts to stop it, as had her parents. 
She once protested to her mother: “ I just have to do it. ” 

Clinical examination did not reveal any sign of organic 
disease; she was a big, well-developed girl. At the first con- 
sultation her general behaviour and demeanour were grossly 
abnormal. She flitted around the consulting-room, apparently 
ignoring the physician, picked up various objects lying about, 
and made comments about them without showing any real 
interest. She forced on the onlooker the first impression that 
here was a spoiled, ill-mannered, and irritating only child. 

Electroencephalography (£.£.G.).—The resting record was not 
normal for a girl of her age. There was little evidence of a 
repetitive frequency, but there was a wide range and abnormal] 
bursts of high-voltage spikes, mainly in the occipital region, 
There was no asymmetry (fig. 1a). Stroboscopic activation at 
15-16 flashes a second produced a clear attack of atypical spike 
and wave lasting for 2-3 seconds (fig. 1b). Activation at 3 
flashes a second had no such effect. 

Psychological testing showed her to be of superior average 
intelligence. During the test she was tense, distractable, and 
easily startled by noises. On visuomotor tests (Bender-Gestalt) 
some spatial disturbance was revealed by the transposition of 
the designs from the horizontal to the vertical. Projective 
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Fig. 2—Case 2. Stroboscopic activation at 14-15 flashes a second producing atypical 


spike and wave which lasted 3-4 seconds. 


tests (thematic apperception and children’s apperception tests) 
showed good general orientation, and no evidence of psychotic 
trends. Her responses gave the impression of a child living in 
an emotionally cold world. The Rorschach test revealed strong 
compulsive tendencies, and there was a suggestion that her 
intellectual performance was not up to her capacity. Her 
behaviour in the initial play-interviews was succinctly described 
by the psychotherapist as identification with the “ horror ” 
girls featured in comics, whose adventures she followed avidly 
and retold with gusto. In short, she was boisterous, provoking, 
and exhibitionistic. In these sessions the “ flicking”’ had 
frequently been observed, and during the first week of October 
two petit-mal attacks arose spontaneously. 

Treatment.—After the E.E.G. she was given troxidone 150 mg. 
thrice daily from June 25, 1956. Even when the dose was 
doubled, this drug was without obvious benefit. Early in 
September, 1956, she was found unconscious in the garden 
one very bright morning, and she remained in coma for 2 hours. 
A few days later she had a similar but shorter episode. It is 
not known whether these attacks were precipitated by “ flick- 
ing ”. On Sept. 19 troxidone was stopped and chlorpromazine 
25 mg. and primidone 125 mg. thrice daily were begun. Neither 
these drugs nor the use of rose-tinted spectacles had any 
appreciable clinical effect. Psychotherapy resulted in pro- 
nounced improvement in her general behaviour, but it did not 
reduce the frequency of the “ flicking ”’. 

Case 2.—A girl, aged 11 years, was admitted to hospital on 
Aug. 21, 1956, because she had been found unconscious in her 
garden with generalised twitchings of both arms and legs. This 
convulsion lasted about 5 minutes and was followed by a period 

of unconsciousness which was coming to 
an end by the time she reached the hospital. 
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6 weeks previously she had fallen down 
unconscious; she did not twitch in this 
attack, which lasted only a few minutes. 
Her parents related that about a year 
previously, when the family were living in 
Persia, they had first noticed that the child 
had developed a peculiar mannerism. This 
was obvious only when there was bright 
sunshine and when she was out-of-doors. 
She rapidly waved her right hand, the 
dominant one, to and fro before her eyes, 
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at the same time turning her face up 
towards the sun. She then “ appears to go 
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Fig. i—Case 1. (a) Resting record showing wide range and abnormal bursts of high- 
voltage spikes mainly in occipital region; (6) Stroboscopic activation at 15-16 flashes 


a second producing atypical spike and wave lasting for 2-3 seconds. 
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into a trance”. On bright days she repeated 
her habit again and again. She first felt 
down 6 weeks before admission to hospital. 
When her mother reprimanded her, the 
child said: “I can’t help doing it.” Her 
mother added: “‘ She gets nasty if I try to 
interfere.” 

The child’s birth had been uncompli- 
cated, and she appeared to develop norm- 
ally. She was pot-trained from the age of 
11 days. After her 5th birthday she had a 
series of exanthemata, and also acute 
nephritis for which she spent 7 months in 
hospital. There, according to her mother, 
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she was “spoiled”’, and subsequently became bad-tempered 
and selfish at home, though by contrast absurdly generous to 
strangers. Menstruation began in August, 1955, but she had 
not had a period since May, 1956. 

There was no family history of epilepsy. Her young brother, 
aged 9 years, was in good health. On her own admission the 
mother was over-protective with both children, and more 
attached to the boy. The schoolteacher described the patient 
as quite intelligent but very highly strung; she was backward 
in all subjects, especially arithmetic, and cried easily if 
reprimanded. At home she was often anxious about her school- 
work, and if worried went off her food. It was extremely 
difficult to establish rapport with this mother, who once 
spontaneously confessed to feeling “ cut-off” from people. 
This rather suggests a schizoid personality. 

Clinical examination revealed no signs of organic disease. 
The patient was a thin, cooperative child who showed appre- 
hension whenever her “ habit” was mentioned. 

Electroencephalography.—The resting record was normal with 
a well-sustained basic alpha rhythm at 10 cycles a second. 
Hyperventilation made little alteration in her record. Strobo- 
scopic activation at 14-15 flashes a second produced an atypical 
spike-and-wave abnormality, but only when the activation had 
lasted for 3—4 seconds (fig. 2). 

Psychological testing was carried out during the child’s short 
stay in hospital. She was very tense and showed little per- 
severance. Her intelligence rating was low-average. There 
was no evidence of any visuomotor disturbance. In the projec- 
tive (thematic apperception) test most of the themes which 
emerged were concerned with failure or the loss of treasured 
possessions. She was a slim, rather angular child with small 
regular features and fair colouring. The movements of her 
head and limbs tended to be rather jerky. A slightly agitated 
manner revealed her anxiety in the early sessions, but there 
was, if anything, less shyness than is usual in a girl of this age. 
In fact, this social precocity gave an initial impression of higher 
intelligence than she possessed. In the first psychiatric inter- 
view, after recounting something of her life in Persia, she was 
asked why she was in hospital and explained curtly: “ I wave 
my hand.” Further questioning elicited the fact that this 
produced a dreamy feeling, and sometimes fits. “‘ I don’t like 
fits; I fall asleep and it takes me an hour to recover.” She 
admitted that she always had dreams during postictal sleep 
but would not discuss their content. She was emphatic that 
she never dreamt during ordinary sleep. There was no indica- 
tion that she was upset at returning home from abroad; but a 
suggestion that she might be worrying about something pre- 
cipitated a bout of weeping, and with obvious distress the 
child told in vivid detail how, while she was abroad, one of her 
favourite horses at riding-school had injured a leg and had to 
be shot. On her first visit as an outpatient she was again unsure 
of herself, and her anxiety was revealed in a blinking tic of the 
right eye and in curious stereotyped movements in which 
corresponding fingers of her two hands were successively 
opposed. This did not happen subsequently. In contrast to 
the child’s customary self-possessed if superficial play and 
chatter was the gay abandon with which she participated in 
a game of catch-ball, running and laughing, playfully aggressive 
and teasing by turn. Clearly revealed during these activities 
was a slight but definite exaggeration of all her movements as 
if antagonist muscle action was not quite synchronous. Even 
her smile was exaggerated and slow to fade. There was no 
actual motor incoordination. She was not observed “ flicking ” 
her hand either in hospital or at the clinic. A superficial 
relationship was established easily but did not develop. 

Treatment.—After the E.E.G. she was given troxidone 150 mg. 
thrice daily from Aug. 29. Neither this drug nor the use of 
rose-tinted. spectacles had any appreciable clinical effect. 
Psychotherapy has proved difficult and, hitherto, somewhat 
unproductive. 


Discussion 
Both these girls have discovered for themselves the 
trick of inducing seizures by hand-waving against the sun, 


and despite criticism continue to do so at fairly short 
intervals. It is interesting to note that an effective rate of 
stroboscopic activation is around 15 flashes a second, 
which is a rate that can just be achieved by rapidly waving 
the five fingers of one hand. It is almost certain that, in 
both cases, seizures arose spontaneously only after being 
induced. Both girls may be considered to have “ idio- 
pathic ’’ epilepsy or a striking constitutional tendency to 
seizures. That there is a certain compulsive element in 
the inducing seems fairly clear from the children’s own 
comments, and in case 1 the child’s actual enjoyment is 
revealed by her remarking during photic stimulation by 
the stroboscope “‘ that was great ’’, as she squirmed with 
excitement. That this kind of auto-stimulation might be 
analogous to masturbation had occurred to both sets of 
parents, but there is no convincing evidence for or against 
this analogy. Again, it is curious that each child invariably 
“ flicked’ with the same hand, in one instance the 
dominant one. If this has any significance it may suggest 
a compulsive ritual, or perhaps a neurophysiological 
explanation should be sought, in that one half of the 
visual cortex might be the more sensitive to photic 
stimulation. 

When we come to consider the personalities of the 
patients the first impression is that, apart from both being 
réasonably intelligent, they have very little in common— 
certainly this is true of their manifest behaviour. In 
case 1 the distorted parent-child relationship is of itself 
sufficient to account for pronounced emotional disorder in 
the child without invoking “ epilepsy”’ at all, except 
inasmuch as the child’s early behaviour must have modified 
latér parental attitudes. In case 2 also, the mother-child 
relationship is coloured by gross over-protection, and it 
is not very surprising to observe in the child signs 
of anxiety and insecurity. In both cases, therefore, 
environmental and constitutional factors almost certainly 
operate. 


We have no completely convincing explanation for the 
time of onset of the “‘ flicking ’’ habit, though it is possible 
that the impending loss of a nanny in the one case and of 
a beloved animal in the other may have amounted to 
situations of emotional stress or conflict. 


Treatment by drugs, rose-tinted lenses, and psycho- 
therapy has not as yet met with any conspicuous success. 
However, we have not yet exhausted the possibilities of 
a “‘ trial-and-error ’’ approach, and we intend to follow 
up carefully the progress of these patients. 


Summary 
The cases of two girls are reported in which epileptic 
episodes were induced by photic self-stimulation of a 
compulsive nature. 


The diagnosis was confirmed by electroencephalography. 
Psychological techniques were used in the assessment of 
personality. 

Treatment by physical and psychological methods has 
proved unrewarding. 
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Preliminary Communication 


A NON-TOXIC COMPLEX FROM 
PASTEURELLA PESTIS WHICH IMMUNISES 
BOTH GUINEAPIGS AND MICE 


Tue following cardinal facts emerge from the extensive 
literature on immunisation against plague in experimental 
animals and in man: 

1. Mice can be effectively immunised against plague by 
dead vaccines, but only low-grade immunity is produced in 
guineapigs by such vaccines.! 

2. Guineapigs (and mice) are effectively immunised against 
plague by living attenuated vaccines.* 

3. The use of living attenuated vaccines in man was 
prompted by the cogent argument that man should have the 
benefit of antigens which immunised both mice and guinea- 
pigs.*~* 

4. Mice could be effectively protected by fraction 1,° the 
non-toxic envelope substance obtained from saline extracts of 
acetone-dried Pasteurella pestis. This fraction, however, had 
a much lower protective effect for guineapigs. Some pro- 
tection in guineapigs was afforded by the so-called “ residue 
antigen ” which had a small protective value for mice, The 
“ residue antigen ”’ was that left after extraction of acetone- 
dried organisms with saline; it appeared to consist of 70-75% 
of the whole organism. 

5. The use of fraction 1 for immunising man suffers from the 
possible disadvantage of the low-grade effect observed in 
guineapigs. 

6. Vaccines prepared from whole dead Past. pestis are toxic, 
and this limits the quantity that can be injected. 

In view of the efficacy of living vaccines in guineapigs, 
we examined first the protective activity, in guineapigs 
and in mice, of fractions obtained from large quantities 
of Past. pestis separated from guineapigs dying of plague. 
These studies demonstrated the presence in such organ- 
isms of a non-toxic complex which immunises both 
guineapigs and mice. Later a similar complex was 
obtained from certain cultures in vitro. 





OBSERVATIONS 

Our method of collecting Past. pestis from infected guinea- 
pigs has been described elsewhere. An aqueous suspension 
containing 1 x 10’ per ml. was treated with ultrasonic waves 
for one hour at 3°C. The soluble extract, which killed both 
mice and guineapigs when injected intravenously, consti- 
tuted about 70% of the whole organism. It would not actively 
immunise guineapigs in a test similar to that described in 
the table, and in mice was too toxic for an adequate test to be 
made. 

The residue from ultrasonic treatment was resuspended 
in water and subjected to ultrasonic waves for an hour at 
+3°. After removal of the supernatant, which contained 
very little soluble material, the procedure was repeated. 
The twice-washed residue contained no intact Past. pestis 
when examined microscopically and in the electron micro- 
scope. It constituted about 30% of the whole organism and 
dissolved almost completely when treated with ultrasonic 
waves in 0-05M NaHCO, or 0-02M tris(hydroxymethyl)- 
aminomethane at pH 8-5 or 8-7 respectively. It was examined 
in toxicity and active-immunity tests with mice and guinea- 
pigs at a concentration equivalent to 1 x 10" organisms per 
ml., either as a suspension in saline solution (heated at 60° 
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IMMUNISING ACTIVITY FOR GUINEAPIGS AND MICE OF THE RESIDUE 
AFTER ULTRASONIC EXTRACTION OF Past. pestis 

















Guineapigs (500 g.) Mice (20 g.) 
Source and form of ° r 
1 ees | Quantity | Survivors/ | | ho =~ # Survivors/ 
the residue injected | nn injected _ Ro. 
(ml.) injected (ml) injected 
L37 in vivo 
(2) olution in 0- 05M 5-0 5/5 0-1 16/20 
co, 1-0 5/5 001 | 2/ 
0-1 4/5 0-001 | 1/ 
(6) Sus ex heated | 5-0 15/15 0-1 13/20 
at 60°C for 1 1-0 } 2s | 0-01 8/20 
0-1 4/15 | 0-001 3/20 
L37 grown in vitrot: | | 
oe heated to 5-0 5/5 | 0-2 | 8/10 
| 10 | 5/5 O1 | 10/10 
0-1 4/5 0-01 6/10 
} 0-001 | 0/10 
Tjiwidej, grown in vitrot: | } 
ain tie. heated to 5-0 5/5 | 0-2 | 9/10 
1-0 4/5 0-1 - 
O-1 2/5 0-01 6/10 
| | 0-001 | 2/10 
| Controls | 0/20 | Controls | 0/20 
* Sus ion of Past. pestis (x < 102° per mi. ) subjected to ultrasonic waves. 


¢ washed residue (about 30% of whole organisms) was par so ee 
in ine or dissolved in 0-05 M NaHCO, to the original volume. 


+ Virulent L37 and avirulent Tijiwidej strains — at 37° in the medium 
described by Davies ’ and harvested at 20 
Active immunity test—2 subcutaneous injections of 5 Goetacins antigen 
with a two-week interval—challenge after one week with approximately 
100-1000 L.D. of Past. pestis (strain L37). 


for an hour) or as a solution in 0-05M NaHCO, buffer at pH 
8-5 (filtered through ‘ Millipore’). Each preparation proved 
harmless to mice and guineapigs in doses of 0-5 ml. intra- 
peritoneally and 5-0 ml. subcutaneously respectively. The 
successful results of active-immunity tests in mice and in 
guineapigs are shown in the upper half of the table. 

A solution of the well-washed, lipid-containing residue in 
0-05M NaHCO, at pH 8-5 showed one precipitation line on 
Ouchterlony diffusion plates* against plague antiserum; 
this line was common with that produced by the freely soluble 
fraction 1 isolated as described by Baker et al.° When serum 
was used, absorbed with an avirulent organism to. detect 
virulence antigens as described by Burrows and Bacon,’ 
the solution of the residue also formed a line of precipitation. 
The relation of these lines to one another and to those virulence 
antigens previously described* is under investigation. In 
this connection, it is relevant to mention that the solution of the 
residue in bicarbonate buffer prevented the. phagocytosis of 
Past. pestis by guineapig polymorphs; fraction 1 and the 
virulence antigens have already been associated with phago- 
cytosis resistance.® 1° 

COMMENT 

It appears that the residue from ultrasonic treatment is 
a complex containing fraction I, a virulence antigen, and 
at least one other lipid-containing component. We suggest 
that Past. pestis has a cell-wall complex containing lipid, 
to which fraction 1 is attached firmly near the cell wall and 
loosely in the body of the envelope. The same state of 
affairs probably exists with respect to the virulence anti- 
gens. This cell-wall complex with the attached envelope 
can then be regarded as the best antigenic material for 
the protection of all species. If it is split by autolysis, 
acetone drying, and to lesser degree by washing or treat- 
ment with ultrasonic waves, then the components. lose 
some of their protective power. This loss may. be more 
apparent in some species than in others, as evidenced by 
the different protective power of free fraction 1 for mice 
and guineapigs. 

The protective complex, first recognised in Past. pestis 
grown in vivo, may form the basis of an efficient dead 
7. Davies, D. A. L. Biochem. §. 1956, 63, 105. 

8. Crumpton, M. J., Davies, D. A. L. Proc. roy. Soc. B. 1956, 145, 109. 
9. Burrows, T. W., Bacon, G. A. Brit. J. exp. Path. 1956, 37, 481. 
10. Chen, T. H., Meyer, K. F. ¥. Immunol. 1954, 72, 282. 
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vaccine for man. Thus it is relatively non-toxic; it has 
been obtained in a soluble form which can be filtered 
sterile and freeze-dried, and, unlike previous dead 
vaccines, it immunises both guineapigs and mice. 

The practicability of such a vaccine depended on 
Past. pestis forming a similar complex under certain 
conditions in vitro, and recently we have found this to be 
so. Thus, suspensions of similar ultrasonic residues 
obtained from cultures of the virulent L37 strain and the 
attenuated immunogenic Tjiwidej strain, were similarly 
non-toxic and actively immunised guineapigs and mice 
(see lower half of tablet). Such preparations, used alone 
and with added free fraction 1, are being investigated as 
practical vaccines against plague. 

Our thanks are due to Mr. K. Witt for excellent technical 
assistance. 

J. Kerrie 
Ph.D. Cantab., M.R.C.V.S. 
E. C. CockING 
Ph.D. Brist. 
H. SMITH. 


Microbiological Research Establish: t, 
wo < its, -~—Ss«@D..Sc., Ph.D. Lond. 
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New Inventions - 





A MACHINE FOR FREEZE-DRYING AND STORING 
TISSUES UNDER ASEPTIC CONDITIONS 


Tuts machine (fig. 1) was developed to eliminate the 
imperfections and to overcome the disadvantages of existing 
apparatus. It was designed especially to avoid the risks of 
bacterial contamination by carrying out in a single tube with 
an uninterrupted vacuum the whole process of freeze-drying, 
desiccation in vacuo over phosphorus pentoxide, storage, 
and eventual rehydration. 


Apparatus 

The main body of the apparatus consists of a cylindrical 
manifold with eight ports into which the artery tubes are 
fitted (fig. 2), but it is to the design of the artery tubes that 
the machine owes most of its originality. Fig. 3 shows the 
detail of one of these tubes ; the ground-glass joint of cap 
and tube is in effect a wide-bore tap because, by turning the 
cap, its port can be made to coincide with the corresponding 
aperture in the ground-glass surface of the tube. 


The eight ports for the artery tubes are ground-glass sockets into 
which fit the side arms on the caps of the artery tubes. One end of 
the manifold leads via a wide-bore tap to a conventional vapour 
condenser and thence to the pump. To avoid dangerous mechanical 
strains the various articulations are effected by spherical instead of 
the usual conical ground-glass joints. At the other end of the manifold 
there is an easily removable brass closure which gives access to a 
boat containing P,O, with a closely fitting ground-glass lid to protect 
the desiccant from water vapour during the initial stages of freeze- 
drying. This lid can be lifted from the P,O, boat, without disturbing 
the vacuum, by means of a plunger mounted in 
a vacuum-sealed shaft on the top of the manifold 


(fig. 2). 


Method of Use 

Arteries are removed from the donor with 
full aseptic precautions. After being cut into 
suitable lengths, cleaned, and washed with 
streptomycin solution to counteract possible 
coliform contamination during agonal bac- 
terizmia, they are threaded on plastic formers 
and placed in the previously sterilised artery 
tubes. One tube serves as a bacteriological 
control. If it is inconvenient to begin 


lyophilisation immediately, or if only a short 
time has elapsed between death and the 


vacuum —_—— 
pre Gt h) 





Fig. 1—The machine, showing two long and two short artery tubes 
plugged into the manifold, on top of which is the plunger for 
lifting the lid of the p ide boat. Beneath the 
manifold, hidden from view, is a Pirani gauge. On the left the 
Dewar flask is ready to be raised to cool the condenser. 
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taking of the arteries, and agonal vascular spasm has not yet 
relented, the tubes are part-filled with sterile saline solution 
containing streptomycin and are immersed for a few hours in 
ice and water in the Dewar flask. During this stage the contents 
of each tube are kept sterile by a glass cap that seals the open 
end of the side channel in the top of the tube (fig. 3). 

© prepare for the freeze-drying the saline solution is 
poured out and the tubes are placed in a CO,-alcohol freezing- 
mixture in the Dewar flask until the tissues are hard-frozen; 
the tubes are then transferred to the machine. 

The freezing-mixture in the Dewar flask is now used to 
cool the vapour condenser (fig. 1), and pumping is begun. 
The latent heat of vaporisation of water from the tissues is 
sufficient to keep them frozen. After 10-12 hours the tap at 
the end of the manifold is closed, and the lid is then lifted 
from the P,O, boat. 

The vacuum is checked from time to time, and, if necessary, 
pumping is resumed. 

After four days desiccation is considered to be complete, 
and the artery tubes are séaled by rotating them inside their 
caps; to keep the side arms of the caps sterile they are in turn 
sealed by sterile glass caps fitting over their open ends. The 
tubes containing the dried tissues are stored at room-tempera-~ 
ture and have been found to maintain their vacuum. 

For the freeze-drying of bulky tissues fruit-bettling jars car. 
be used after modification by the addition of ground-glass 
jointed caps as described above. 

The body of the machine, when not in use, is kept sterile by 
formaldehyde tablets placed in glass stoppers plugged into the 
ports on the manifold. 


approximately to scale 
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Fig. 2—Design of apparatus. Ports for artery tubes are not shown. 
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Fig. 3—Artery tube. Cap and tube form, in effect, a wide-bore tap. 
Rotation of cap to position A opens this “tap” for freeze-drying, 
and turning to position B seals it for storage. The second cap 
sealing the side arm in B is used to keep this channel sterile. 


Reconstitution 

When the tissues are required for grafting, the cap is 
removed from the side arm of the tube, and a sterile glass 
funnel is attached and filled with sterile Ringer’s solution 
(fig. 4). The artery tube is slowly rotated inside its cap to allow 
the Ringer’s solution to be sucked in. After 20 minutes the 
artery is removed from the tube, the side branches are tied, and 
it is ready for grafting. 


Comment and Results 

Bacteriological studies have confirmed that tissues processed 
in this way remain sterile. Macroscopically the arteries after 
reconstitution are indistinguishable from fresh vessels, and 
microscopically the only abnormality is pyknosis of the nuclei. 


They have proved satisfactory in use. 
a 





amram 5° 


Fig. 4—To reconstitute the dried artery, a funnel containing 
Ringer’s solution is attached to the side arm of the artery tube, 
and the body of the tube is rotated until the hole in the side of the 
tube and that in the cap begin to coincide, whereupon the fluid 
runs into the tube and is sucked into the tissue. 


The apparatus depicted in these photographs was made by one of 
us (A. L.) for Prof. P. Santy at Lyons University. We are most 
grateful both to him and to Prof. J. H. Burn for their encouragement. 
We are indebted to Mr. E. L. Tugwell for the photographs. 

A. M. N. GARDNER 
B.M. Oxon., F.R.C.S. 
, Oxford, and ron S 
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Reviews of Books 





A Short History of Psychotherapy 
NIGEL WALKER, PH.D. London: Routledge & Kegan Paul. 
1957. Pp. 184. 25s. 

CHAIRMAN of the Davidson Clinic in Edinburgh, Dr. Walker 
has written a workmanlike and readable summary of the 
development in theory and practice of modern psychotherapy. 
He reminds us in his introduction that this, like psychiatry 
itself, is not a science but a technique, and the importance of 
theory to those using a technique is that it should provide suit- 
able explanatory models. 

The modern semantic treatment of psychological illness is 
traced from Freud’s earliest work on hypnosis, with a brief 
backward glance at Mesmer, through the period of “‘ primitive 
psychoanalysis,” when Freud was making his discoveries ofthe 
Unconscious and of techniques for exploring it. The work of 
Adler, of his modern successor, Carl Rogers, and of Jung is 
also outlined and the main points of theory and technique 
are described. Suggestion and conditioning, the only trends not 
derived from Freud’s ideas, are given a chapter, describing the 
Nancy school and Emile Coué on the one hand, and Pavlov and 
the reflex school on the other. 

Dr. Walker’s account of the various schools is throughout 
objective and free from obvious bias, and his final summing-up 
of their relative merits and efficacy, and the type of patient most 
likely to benefit from each, is the more convincing because he 
pleads no special case. 

The Bases of Treatment ’ 
NevuTton S. STERN, M.D., associate professor of medicine; 
THOMAS N. STERN, M.D., instructor in medicine, University 
of Tennessee College of Medicine, Memphis, Tennessee. 
Springfield, Ill.: Charles C. Thomas. Oxford: Blackwell 
Scientific Publications. 1957. Pp. 176. 36s. 

IN framing effective treatment the doctor must have not only 
proper understanding of disordered physiology but also an 


imaginative appreciation of the psychological effects of disease. 
This book attempts to cover these important subjects ; and fluid 
and electrolyte balance, diet, the comfort of the patient, and 
psychotherapy are among its topics. The chapter on drugs is 
largely confined to a consideration of digitalis and penicillin. 
Powerful new remedies may occasionally do harm, and the 
importance of iatrogenic disease is rightly discussed. 

The book is written at an elementary level and is designed as 
an introductory course in the principles of therapeutics. Though 
the intention is sound, the execution is not always successful. 
The ever-present risk of over-simplification has not always 
been avoided, and we should have preferred a more critical 
approach to both the results and the limitations of therapy. 





Extensile Exposure (2nd ed. Edinburgh: E. & S, Livingstone. 
1957. Pp. 320. 45s.).—That there has been a demand for a 
second edition of Prof. A. K. Henry’s now classic monograph 
will surprise nobody who has had the pleasure and benefit of 
reading the original. He is one of the happy few who can com- 
bine anatomy and surgery with artistry; and his highly indi- 
vidual style is displayed in vivid writing and subtle choice of 
words. Most of the original text has been left unchanged, but he 
has added a section on access at the second left costal arch, and 
another on the hypogastric route, so that the new edition is 
nearly twice as long as the first. Both new sections are rich fare, 
and there is now something for all—except perhaps the ophthal- 
mologist. All surgeons should read the book. There is no 
pleasanter way of revising anatomy. 


Hormones in Blood (Ciba Foundation Colloquia on 
Endocrinology. Vol. u. London: J. & A. Churchill. 1957. 
Pp. 409. 56s.).—Under the chairmanship of Dr. A. S. Parkes 
a group of scientists from Europe and the United States met 
last February to discuss circulating hormones, as opposed to 
their urinary fractions, analogues, or metabolic products. The 
papers have been edited by Dr. G. E. W. Wolstenholme and 
Miss Elaine C. P. Millar. 
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Estimating Foetal Maturity 


One of the most difficult decisions the obstetrician 
is called on to make concerns the termination of 
pregnancy on account of severe toxemia, cardiovascular 
disease, or other maternal disorders. If he interferes 
too early the foetus may not be viable, but should he 
delay too long the mother’s health may be endangered 
and the risk to the baby may also increase. When the 
date of the last menstrual period is uncertain the 
maturity of the foetus may be estimated by clinical 
examination, but such estimates are notoriously in- 
accurate owing to individual variation in such factors 
as the level of the umbilicus and the thickness of the 
abdominal wall. An X-ray examination is sometimes 
requested, in which case the radiologist’s opinion is 
usually based on the time of appearance of fcetal ossific 
centres or the size of the foetal head; but no great 
accuracy has hitherto been claimed for this method. 
For example, ROHAN WILLIAMS ! states that dates of 
ossification vary widely; he gives the time of appearance 
of the centre for the os calcis as between the 21st and 
29th weeks, and that for the talus between the 24th and 
32nd weeks. HopGes? devised a method based on the 
size of the foetal skull; but the particular diameters 
required cannot always be measured, and in any case 
there are large biological variations in the dimensions 
of the foetus in the second half of gestation. 

Since 1949 HartLey,’ in Manchester, has carefully 
studied thousands of antenatal radiographs, correlating 
all the known or subsequent information regarding the 
last menstrual period, date of delivery, appearance of 
the baby at birth, and, in many cases, postnatal X-ray 
examination. He has shown that the times of appearance 
of the fcetal epiphyses do not vary as widely as was 
formerly believed: for example, he has found that the 
centre for the os calcis appears consistently between the 
24th and 26th week, while that for the talus appears just 
as regularly between the 26th and 28th week. His 
investigations have also exposed the fallacy of estimating 
maturity at a later stage of pregnancy from the appear- 
ance of the cuboid. He has shown how consistently the 
epiphysis for the lower end of the femur appears by the 
36th week, and that for the upper end of the tibia at 
38 weeks. Previous workers had based their estimates 
of foetal maturity mostly on anatomical investigations 
which by their very nature could not be followed 
through to postnatal life and which were few compared 
with the potential material of a large X-ray department. 
When the X-ray department at St. Mary’s Hospital, 
Manchester, was opened in 1949, very few patients were 
referred for radiological estimation of foetal maturity; 
1 Williams, E. R. in Textbook of X-Ray Diagnosis, edited by S. C. Shanks 

and P. Kerley; vol. 3, p. 546, London, 1950-51. 


2. Hodges, P. C. Amer. ¥. Roentgenol. 1937, 37, 644. 
3.H y, J. B. Brit. J. Radiol. 1957, 30, 561. 


yet in 1956 this was the examination requested in 25°, 
of 1000 antenatal cases. This indicates the demand 
for such information, and it is also a testimony to the 
value of HARTLEY’s work. From the beginning he 
required a very high standard of radiographic technique, 
and this was the foundation of his success; for developing 
foetal epiphyses are not easily seen, and they need a 
radiograph of the highest quality on every occasion. 
As a result of painstaking observations on thousands of 
patients HARTLEY can now estimate maturity in many 
cases to within a week, and a recent pilot survey showed 
that 77°, of patients were delivered within 14 days of 
the estimated date. 

Only two years ago HARTLEY’s report would un- 
doubtedly have inspired a greatly increased demand for 
X-ray estimations of foetal maturity; but now the 
reception of his work may be modified by STEWaRT’s 4 
account of a possible association between antenatal 
X-ray examinations and leukemia in infancy. The 
impact of her preliminary findings has been consider- 
able: in one large city a memorandum, signed by 
obstetricians and radiologists, was circulated to all 
consultants and general practitioners recommending, 
among other restrictions, that “ routine ” pelvimetry and 
placentography should be stopped. Such examinations 
should never be regarded as “routine”, and the 
memorandum may be more discouraging than its authors 
intended. As STEWART® remarked, “ antenatal radio- 
graphy should ...continue to be regarded as a 
valuable and essential means of saving life, always pro- 
vided that it is restricted to cases in which there is ‘a 
definite clinical reason for referring patients for this 
examination ’”’. WiTTS ° said: “‘ we must balance the risks 
of X-ray diagnosis and therapy against their benefits . . . 
The possible 50 cases of leukemia a year from X-radia- 
tion in utero must be set against 439 deaths of mothers 
in childbirth, 15,829 stillbirths and 9750 deaths in the 
first week of life in 1955. Obstetricians and radiologists 
believe that the mortality of mother and child may be 
significantly reduced by the appropriate X-ray examina- 
tions in pregnancy, and that they can save more lives 
than are likely to be lost from leukemia.” 


Treatment of Breast Cancer 

UNCERTAINTY has lately prevailed about the best 
treatment for breast cancer. After years of unquestion- 
ing loyalty to radical mastectomy, surgical peace of mind 
has been disturbed by McCWHIRTER’s suggestion ’ 
that axillary metastases are better treated by irradiation 
without axillary dissection; and, since logic points to 
the futility of axillary dissection when no metastases 
exist there, what purpose can radical mastectomy 
serve? McWHurrRTER® has added to these arguments 
WANGENSTEEN’S observation ® that in 60°/, of cases with 
invaded axillary nodes, either supraclavicular or internal 
mammary glands were also involved, and neither © of 


Stewart ‘ A, , Webb, 3s Giles, D., Hewitt, D. “Lancet, "1956, ii, ii, 447. 

ibid. p 

Witts, L. J. Brit. med. J. 1957, i, 1197. 

McWhirter, R. Arch. urg. 1 , 8 

. McWhirter, R. Brit. J. Radiol. 1955, 28, 128 

. W teen, O. H. Proceedings of 2nd International Cancer Confer- 
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these groups falls within the scope of radical mastec- 
tomy as commonly practised today. Describing their 
technique for the excision of the internal mammary 
chain, HANDLEY et al.!° reported invasion of these 
glands in 40% of their series of 57 cases (in 55 of 
which the primary lesion was in the inner or central 
part of the breast). MCWHIRTER computes that of 
1882 cases seen between 1941 and 1947, for only 36°, 
would radical mastectomy have been effective—for 
those without axillary-node involvement 22°, and 
those with axillary-node involvement alone 14%. 
On the other hand, 85°, of cases were suitable for 
simple mastectomy and radiotherapy—namely, all except 
those with distant metastases (15%). 

A strong challenge now comes from the Mayo Clinic ™ 
where 9649 patients were seen between 1910 and 1954, 
9477 of whom were submitted to radical mastectomy 
alone, the rest to simple mastectomy. For the 1918 
cases treated in 1941-47 the five-year survival was 
£9-3%, as compared with 48-1°% in McCWHIRTER’s 
group treated in the same period. BERKSON et al." 
think it is reasonable to suppose that benefit may accrue 
from significant reduction by surgery of the cancer 
mass; they hold that the effects of treatment in this respect 
do not obey an all-or-none law and that inability to 
remove every cancer cell, including those which may be 
lurking in supraclavicular or internal mammary regions, 
cannot be regarded as therapeutic failure. Though they 
concede that axillary dissection might lead to dissemina- 
tion, as MCWHIRTER suggests, they know of no evidence 
by which this factor may be assessed. They also doubt 
the significance of the improved results noted by 
McWHIRTER in the group receiving simple mastectomy 
with postoperative radiotherapy between 1941 and 1945, 
as compared with those treated in 1930-1934 by radical 
mastectomy alone and in 1935-1950 by radical mas- 
tectomy and radiotherapy.'* They are not convinced 
that the improvement was really related to treatment 
since they noted a persistent improvement in survival 
with each successive quinquennium in their own group 
—probably the result of earlier diagnosis and earlier 
surgery. From Birmingham also, where 4757 cases 
were seen between 1936 and 1949,'* this same trend of 
improvement was noted with the progress of time. The 
39-4°, five-year survival-rate for the whole period at 
Birmingham only serves to emphasise the discrepancies 
between the various groups; for this includes all cases, 
even those untreated by surgery or radiotherapy, and is 
comparable with absolute survival-rates from 11 differ- 
ent centres cited by RosaHN.'* Comparison between the 
figures from the Mayo Clinic and those from Edinburgh 
is difficult since at the Mayo Clinic operative deaths 
have been excluded (though these were few, being 61 
or 0-6°%,) and cases not operated upon were not recorded, 
whereas 257 inoperable cases were included in 
McWHIRTER’s results. ACKERMAN,’ who had the 


10, Handley, RS. Patey, D. eR Hand, B. H. Lancet, 1956, i, 457. 

11. Berkson, J ‘on, S. W., Clagett, OG. To Kirklin, J. W., Dockerty, 
M. B., dg tiarrings R. Proc. ” Mayo Clin. 1957, 32, 645. 

12. McWhirter, R. Proc. R. Soc. Med, 1948, 41, 122. 

13, United Birmingham Hospitals’ Annual ual Cancer Report. 1957, 3, 1. 


14. Rosahn, P. D. Ann. Surg. 1957, 146, 899. 
15. Ackerman, L. V. Cancer, 1955, 8, 883. 


opportunity of studying MCWHIRTER’s 1941-47 cases, 
points out that in at least 220 ovarian sterilisation by 
irradiation was also performed in addition to Simple 
mastectomy and local irradiation. The Bi 

results have both the advantage and the disadvantage 
of being more comprehensive, for each therapeutic 
technique and combination is considered separately in 
relation to the extent of the growth (by Manchester 
staging), and recurrences are recorded as well as survi- 
val-rates—an advantage since closer comparisons may be 
made, a disadvantage since the analysis is more compli- 
cated. From these figures radiotherapy associated with 
radical mastectomy seems to be more effective than 
radical mastectomy alone, as judged by five-year sur- 
vival in stage 1 cases; on the other hand, a higher 
recurrence-rate followed the combination of deep 
X rays and surgery when nodes were involved— 
a peculiar equivocation that is hard to explain, just as 
it is hard to equate these conclusions with ROSAHN’s 
finding either that five-year survivals are not. signi- 
ficantly influenced by different methods of treatment or 
that various treatments influence survival statistics 
equally..4'* There is one humbling fact tucked 
away in the welter of Birmingham figures—only 4-2°/, 
of deaths were due to causes other than breast cancer. 


Staphylococcal Infection in Infancy 

STAPHYLOCOCCAL infection originating in maternity 
hospitals is such a common cause of death and disease 
that it would be better if only selected deliveries took 
place in hospital. This is the opinion of RAVENHOLT 
et al.,'? who investigated infection-rates in mothers and 
babies from fifteen Seattle hospitals after they had 
returned home. 714 families were studied, and it was 
found that mastitis developed in 31 mothers (4%), 
and 125 babies (18°/) had skin sepsis. 41 children born 
during the period under investigation died before they 
were 3 months old; 5 of these were proved to have died 
of staphylococcal disease. How long infection with 
the staphylococcus has been a problem in maternity 
hospitals, and how serious this problem is, cannot 
easily be estimated, because there are several forms of 
staphylococcal infection. In the first place there is the 
outbreak of sepsis, which follows a typical epidemic 
pattern and is usually controlled only by drastic measures 
such as closing the unit or wholesale prophylaxis with 
antibiotics. Secondly, there are the spots and sticky eyes 
which used to be considered quite normal in the new- 
born, and which still seem to arise at a fairly constant 
rate. The third type is the symptomless colonisation of 
infants with staphylococci; this has been shown to happen 
to nearly every baby by the time it leaves hospital. 

Outbreaks of pemphigus neonatorum were described 
by RicBy * in 1835 and by Ti_Bury Fox ™ in 1864, 
and both these workers recognised the contagious 
nature of the disease. Its staphylococcal origin did not 
become clear until the nineteen-twenties; at one time 





16. “Rosahn, 1 P. D. Ann. "Surg. 1957, 146, 912. 

17. Rareniek. R. T., Wright, P., Mulhern, M. New Engl. ¥. Med. 1957, 
18. Lond. mod. Gas. 1895, 17, 125. 

19. Brit. med. J. 1864, i, 467, 495, 607. 
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it was thought to be syphilitic, and later was said to be 
caused by streptococci. But it was recognised as a definite 
clinical entity which occurred in epidemics. This 
comparatively clear-cut picture became confused when 
we began to find out more about the organism. Coagu- 
lase-positive staphylococci were isolated not only from 
the lesions but also from the nostrils of about 45% of 
healthy adults, 75° of nurses, and practically every 
baby over 4 days old. How could one hope to prevent 
staphylococcal disease when the organism was so 
widespread? The introduction of phage-typing has 
shown that there are some kind of tracks in this staphylo- 
coccal wilderness. In outbreaks of severe sepsis one 
particular strain, which may not be the most common 
one, is usually isolated from the lesions. The virulence 
of a strain cannot be safely assessed from its phage- 
type, but there has been at least one example of a 
particular type being associated with a capacity to cause 
disease. This is phage-type 80, which has been the 
epidemic organism in severe outbreaks in Australia, New 
Zealand, Canada, the United States, and Britain since 
1953. Phage-typing has been used to find and exclude 
or treat carriers of the epidemic strain. This method is 
often successful; and ROUNTREE et al.”° in Australia and 
GILLESPIE and ALDER” in this country have shown 
that some nasal carriers can be cleared of staphylococci 
with ointments containing antibiotics. The epidemic 
strains are nearly all resistant to the common antibiotics ; 
and the more these are used, the more the resistant 
strains will be selected. The clinical form of the disease 
seems to have changed since the late war. Nowadays, 
pemphigus is uncommon; the virulent staphylococci 
seem to act on the deeper tissues, producing abscesses, 
cellulitis, meningitis, osteomyelitis, and pneumonia. 
Staphylococcal pneumonia of infants is being recognised 
more often, and its origin in maternity hospitals appre- 
ciated. This is a particularly deadly disease because 
diagnosis is difficult and the course rapid. HARLEY,” 
in Sydney, found that the average time between the 
onset of pneumonia and death was five days; of 19 
infants with this disease, 7 died. He recommends that 
every case of pneumonia in a baby should be treated as 
staphylococcal until it is proved to have a different 
cause. 

This then is the basis for the opinion of RAVENHOLT 
et al. They were particularly impressed by the danger 
of hospital-derived staphylococcal disease because they 
did not limit their investigation to the hospital nursery. 
They extended their studies by the simple (in America) 
technique of telephoning the mothers in the second 
month after delivery. A considerable amount of sepsis 
was found to have occurred after the mother and baby 
left hospital. An outbreak in one hospital nursery was 
followed by an epidemic of sepsis in the mothers and 
babies at home, caused by an organism of the same 
phage-type. How long these strains persist in the 
community is not known, but a finding by Roy et al.” 





20. Rountree, P. M., Heseltine, M., Rheuben, J., Shearman, R. P. Med. 7. 
Aust. 1956, i, 528. 
21. Gillespie, W. A., Alder, V. G. Lancet, 1957, i, 632. 
22. Harley, J.D. Med. F. Aust. 1957, ii, 673 
23. Roy, T. E., Collins, A. M., Craig, 
Ass. F. 1957, 77, 844. 


G., Duncan, I. B. R. Canad. med. 


of Toronto may be relevant. Antibiotic-sensitivity 
tests were carried out on staphylococci isolated from 
children admitted to a pediatric unit. The incidence 
of resistant organisms was considerably higher in this 
group than in adults examined in other investigations. 
This, Roy et al. say, might be due to the persistence 
of organisms acquired in maternity hospitals. In this 
country mothers stay in maternity hospitals longer 
than the four days described by RAVENHOLT, so that 
relatively more staphylococcal infection will take place in 
hospital. He gives the median time for the development 
of sepsis as eight days for infants and fourteen for mothers, 
so we are less likely to miss the immediate post-delivery 
infections. Once the mother and baby have returned 
home there is little machinery for connecting any 
illness they may have with the hospital where the con- 
finement took place. Staphylococcal disease is not 
notifiable, and the only follow-up is the routine post- 
natal examination of the mother and the visit of the 
health visitor to the home. It would be easy for an 
outbreak of hospital-derived staphylococcal sepsis to 
pass unnoticed. RAVENHOLT and La VECK * in an earlier 
investigation wrote to twenty-six hospitals in Seattle- 
King county asking them about their experience of 
staphylococcal disease. They remark that “ staphylo- 
coccal disease is a major problem in the better hos- 
pitals—the ones that have pathologists and good labora- 
tories and a hospital-infection record-keeping system. 
Administrators of hospitals without such resources 
usually stated that they had no staphylococcal disease 
problem.” Does this apply also to this country ? 
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PROSPECT OF POWER 


THE statements issued last week about the British and 
American work on the control of thermonuclear fusion 
reactions were wisely cautious. They were not, therefore, 
as exciting as some people had forecast: a new and 
abundant source of cheap power is not just round the 
corner. But there can be no doubt that remarkable 
progress has been made and difficulties have been sur- 
mounted which, a few years ago, seemed a complete bar 
to the extraction of power from this source. 

To achieve a net gain in energy from the fusion of 
heavy-hydrogen nuclei (deuterons) it will be necessary to 
heat the gas to at least 100 million degrees Centigrade and 
probably more; and one of the enormous problems is 
how to control and confine the hot gas so that it does not 
melt and vaporise the apparatus containing it. So suc- 
cessfully has this been tackled that in the zero-energy 
thermonuclear assembly at Harwell temperatures of up 
to 5 million degrees have been recorded for as long as a 
few thousandths of a second. The smaller device, 
Sceptre III, at Aldermaston, has got up to about 4 million 
degrees. In the United States the Columbus apparatus 
at Los Alamos has produced temperatures estimated at 
between 3 and 5 million degrees for a few microseconds; 
and in another American machine, oddly named .the 
Perhapsotron, neutron emission was consistent with a 
temperature of 6 million degrees during a pulse of 60 

24. Ravenholt, R. T., La Veck, G. D. Amer. F. publ. Hith. 1956, 46, 1287. 
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microseconds. Details of these momentous results are 
recorded in Nature of Jan. 25. 

One guide to the performance of ZETA and the other 
machines is the number of neutrons emitted while the 
current is flowing in the discharge tube. It has yet to be 
proved conclusively that the neutrons so far observed are 
the products of thermonuclear fusion. There is no doubt 
that each neutron is generated by the union of two 
deuterons to form a helium-3 nucleus plus a neutron; 
but the deuterons may conceivably have acquired the 
energy necessary for fusion by processes other than 
heating (such as acceleration by magnetic fields in the 
discharge). It should not be long, however, before this 
point is settled, and in Sir John Cockcroft’s view it is 
90%, certain that ZETA’s neutrons are true thermonuclear 
neutrons—in other words, that a thermonuclear reaction 
has _been controlled and a great scientific milestone 
passed. 

USE AND ABUSE OF DRUGS BY ATHLETES 

OF drug addiction of any kind by athletes there is no 
evidence whatever in this country, and very little if any 
in the rest of the world, said Sir Adolphe Abrahams in 
opening a discussion, in London on Jan. 21, by the 
Society for the Study of Addiction. He was referring to 
a manifesto by the American Medical Association, at its 
convention last June, which denounced as shocking and 
vicious the use by athletes of the powerful drug 
amphetamine. Described as by far the most dangerous 
drug existing today, it can, said the Association, produce 
violent, rapacious, and criminal behaviour; by converting 
the ordinary athlete temporarily into the super-type, 
‘“* pep-up pills’ have accounted for the striking athletic 
records of recent years. Athletes, coaches, trainers, and 
officials indignantly repudiated this charge as ridiculous 
and without foundation. American drug manufacturers 
issued a declaration claiming that more than twenty years’ 
clinical experience had demonstrated that amphetamine 
was one of the safest drugs in medical practice. 

Amphetamine, although previously in use, came into 
prominence in the 1939-45 war as “‘ energy tablets ” given 
to the Armed Forces. Its recognisable effects were to 
postpone sleep, and to prolong the will to hang on and 
continue beyond the point at which fatigue would other- 
wise be overwhelming. It elevates the mood and often 
permits a disregard of physical danger. It creates 
euphoria—a feeling of exhilaration, an increase of con- 
fidence, and, as a result, an increased capacity for work; 
but, as R.A.F. investigators found, the quality of the 
work is not enhanced, and is in fact a little impaired. 
In saying that, save in the excitable or exceptionally 
intolerant, no ill effects have been recorded, Sir Adolphe 
was presumably speaking of single doses, not of the 
consequences of addiction. 

He went on to remark that there will always be 
an ineradicable belief in the existence or discovery of 
some substance—food or drug—that has the property of 
increasing muscular efficiency and preventing or delaying 
fatigue. These potentialities have been accorded on the 
one hand to the simplest materials to be found on kitchen 
shelves, and on the other to secret concoctions reminiscent 
of the black magic of witch doctors. That effects can be 
produced is undeniable. That these effects result from 
any. active properties in the material administered is a 
very different question. An athlete on the eve of com- 
petition is in a highly suggestible state, prepared to con- 
fide his well-being to the hands of anybody in whom he 


- 


has confidence. Anything given with sufficient ceremony 
may be credited with remarkable capabilities, provided 
that the administrator has the right personality. 


The Amateur Athletic Association have issued a rule 
that “‘ drugs may not be used to produce better athletic 
performances ”’ ; but their request to the British Association 
of Sport and Medicine to make clear what is a drug 
demonstrates the difficulty of drawing a line where 
legitimate measures end and reprehensible practices— 
so-called ‘“‘ doping ’”’—begin. No reasonable person 
would object to tea and coffee, although they contain 
caffeine. Alcohol has medicinal properties, and only 
convinced abstainers would forbid beer, brandy, and wine, 
which occasionally are of distinct benefit to athletes. 
Are we, asked Sir Adolphe, to refrain from the use of 
drugs that sharpen the appetite, improve digestion, and 
so contribute to physical wellbeing? Or from a simple 
sedative to ensure a good night’s rest to an overanxious 
youngster on the eve of a contest ? 


It is a common experience that, in moments of stress or 
emergency, hidden reserves are called on to produce 
exceptional physical strength through the removal of 
inhibitions that Nature imposes as a protective mechanism 
—an index of the margin with which the human machine 
works. Are there drugs that can act in a similar fashion by 
diminishing sensitiveness, paralysing the consciousness 
of fatigue, the inhibitions that preserve us from over- 
exertion, eliminating the functions of judgment and self- 
protection, while increasing the physical output? It is, 
doubtless, such drugs that alarmists have in mind when 
they condemn “ doping ” 

Finally, said Sir Adolphe, if amphetamine and cortisone 
can directly release another reserve of energy, are they 
not to be accepted as contributing to normal physiological 
wellbeing? No criticism was heard of the use of oxygen 
in ascending Everest; if it were practicable to construct a 
tunnel with an oxygen-enriched atmosphere (66%) in 
which runners competed, record performances would be 
accomplished. If drugs can be isolated with a certain 
stimulating or inhibitory effect of advantage to athletes, 
with the guarantee that no immediate or ultimate harm is 
suffered, and fulfilling the ethical requirement that they 
be free from secrecy and universally available, what 
objection would there be to their employment? An 
uncomfortable feeling that it would be unsporting to 
employ an advantage that the giants of the past lacked ? 


SERVO MECHANISMS IN GENERAL ANASTHESIA 


IN ether anzsthesia the blood-level of ether is con- 
stantly related to the electroencephalographic pattern.’ 
Thus the depth of anzsthesia can be measured, and 
narcosis maintained by means of a servo device arranged 
to administer further doses of ether in response to 
changing cortical activity. Similar mechanisms can be 
used for other inhalational agents, and even for intra- 
venous thiopentone.* Such machines operate inter- 
mittently, responding when the level of anzsthesia 
lightens sufficiently to trigger the mechanism. But 
Bellville and Attura * have now designed a servo system 
in which the “on-and-off”’ oscillation is eliminated. 
Their servo provides a continuous action which con- 
stantly readjusts itself and therefore maintains the patient 
as mts as possible at an unchanging depth of anzs- 





- Faulconer, / JA dt Anesthesiol logy, 1952, 13, 361. 
ickford, Electro-enceph, ’ clin. Neurophy 1 _— 2, 93. 
ville, J. Rvs Attura, G. M . Science, 1957, 1 
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thesia. With such an apparatus the level of anzsthesia 
can be more accurately and more quickly. determined 
than by clinical judgment, and the interval between 
appraisal and correction can be considerably reduced. 
Bellville and Attura consider that servo mechanisms will 
be of value to the pharmacologist, enabling him to study 
drug action at or near equilibrium conditions. The 
anzsthetist, however, is often concerned with the action 
of several drugs in one patient, and, as a human servo, 


must correlate many different responses from varying, 


parts of the patient. The popularity of servo mechanisms 
is unlikely to mature in clinical practice, at least until they 
are complex enough to respond to several variables 
besides the electroencephalogram. 


WATER 


IN Britain the system of water-supply has been built up 
in fragmentary fashion by local initiative; and there are 
now in all 1250 water undertakings. The Metropolitan 
Water Board (probably the largest such organisation in 
the world) and the undertakings of Birmingham, 
Manchester, and Liverpool supply nearly a quarter of the 
population of England ,and Wales; and at the other 
extreme some very small undertakings supply only a few 
thousand people. Since 1945 Governments have been 
committed to a policy of re-grouping; but hitherto 
progress has been slow, since it has depended on voluntary 
schemes, and undertakings are, perhaps understandably, 
reluctant to negotiate for their own demise. The Water 
Act of 1945 gives the Minister of Housing and Local 
Government compulsory powers, but if these were widely 
applied progress would be even slower, since an order, if 
opposed, has to go through a special, very long procedure. 

These facts are discussed in an analysis by P.E.P.,' 
which concludes that there should be comprehensive 
rationalisation and also greater coordination in all matters 
concerning water-supply, including pollution, drainage, 
and fisheries. Looking to the future P.E.P. finds a striking 
paucity of published information on water resources and 
likely demands. The total rainfall in Britain is, on average, 
about 130,000 million gallons a day. About half of this 
has to be allowed for evaporation and transpiration, 
leaving about 65,000 million gallons a day. Some of this 
must be left in rivers to provide a minimum flow; some 
may not be capable of economic development; and some 
may be polluted beyond reach of economic treatment. 
At present the public supply system makes available some 
2500 million gallons a day, of which about 1600-1700 
million gallons is taken by domestic and commercial users 
and about 900 million gallons by industry and agriculture. 
In addition industry uses amounts far exceeding those 
obtained from public supplies, but much of this is not 
consumed (e.g., cooling at electricity generating stations): 
probably, in all, some 2500-3000 million gallons a day is 
consumed, and well over 20,000 million gallons a day used. 

In a forecast based on admittedly incomplete data 
P.E.P. estimates that the total of water supplied may be 
increasing by some 2% a year, without allowing for the 
increase inevitably resulting from slum clearance. The 
country has water enough: “‘ The problem for the water 
industry is primarily an economic one of the capital costs 
of carrying water from areas of surplus to those of 
shortage, and of the costs of treating water which is avail- 
able but in too polluted a state for normal methods of 





1. Policy for Water. Planning, Jan. 27, 1958. Pp. 15. 2s. 6d. 


treatment.”” The water industry has responded by 
increasing gross capital expenditure from an average of 
£17 million in 1948-49 to an average of £39'/, million in 
1955-56; but “If the demand for water continues to 
increase, further investment will be necessary if shortages 
in public supplies are to be avoided.’”’ Other measures are 
possible. In the first place, economy in the use of water 
would help; and industry should not draw on supplies 
of pure water for purposes where water of lower quality 
will serve. Secondly, improved measures of treating 
water are allowing it to be taken nearer the mouths of 
rivers, rather than by using impounding reservoirs in the 
unpolluted reaches. Thirdly, in some parts it may prove 
possible to divert winter excess water into porous under- 
ground strata. 

In this country, P.E.P. concludes, water resources are 
likely to suffice for foreseeable demands. But both 
rationalisation and extended capital expenditure are 
needed to make sure that it shall be available in the 
necessary amount and quality. 


STUDY OF CHILDREN 


WeERE examples needed, child psychiatry would 
illustrate very well the fact that progress in medicine more 
and more depends on the collaboration of different kinds 
of ‘specialist. For its practice the pediatrician and the 
psychiatrist may require the help of the psychoanalyst, 
the educational psychologist, and the sociologist; and, on 
the level of theory, biology and ethology are making large 
contributions to the comprehension of child behaviour. 

At the International Congress on Child Psychiatry, 
held in Toronto, it was felt that the need for a new body, 
devoted to the study of normal and abnormal develop- 
ment, had become imperative; and after lengthy prepara- 
tion an Association for Child Psychology and Psychiatry 
was founded at a meeting in London on Dec. 5. 

The most striking feature of the new Association is its 
interdisciplinary character; and its governing body, as 
well as its membership, will give equality of voice to all 
scientific and clinical workers concerned in child study. 
Membership is open to professionally qualified workers 
in child guidance and child analysis, and to professional 
persons in related activities. The Association will, we 
understand, not only hold meetings but also produce a 
journal in which discussion as well as reports will be 
encouraged. 

Inquiries should be addressed to the hon. secretary, Mr. H. P. 
Hildebrand, pPH.D., 8, Brondesbury Court, Willesden Lane, 
London, N.W.2. 


A CHAIR OF DERMATOLOGY 

Tuts week the University of Durham and the United 
Newcastle upon Tyne Hospitals again advertise a 
combined whole-time appointment as professor of 
dermatology and consultant dermatologist. Their object 
is to foster research and clinical development in der- 
matology, and their initiative is most welcome. At present 
there is no chair of dermatology in this country, and at 
a time when the subject and its scope are being trans- 
formed by new discoveries and. new ideas it is important 
that at least one of our universities should give its study 
the kind of opportunities that go with a whole-time chair. 
Many of the processes of disease are accessible on the 
surface of the body, and while therapeutic advances else- 
where are increasingly useful to the dermatologist, he has 
exceptional chances of making a reciprocal contribution. 
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THE PLACE OF THE HOME-HELP SERVICE 
IN THE CARE OF THE AGED 


CATHERINE H. WRIGHT 
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ASSISTANT MATERNITY AND CHILD-WELFARE MEDICAL OFFICER 


LLYWELYN ROBERTS 
M.D. Lond., M.R.C.P., D.P.H. 
MEDICAL OFFICER OF HEALTH, SHEFFIELD 


Most old people look after themselves, perhaps with 
some supervision and interest from relatives and a 
variable amount of help from voluntary bodies. When all 
else fails, however, the local-authority services must 
accept responsibility for them, and nowadays the old are 
making ever-increasing calls on these services. The 
home-help organisation, in particular, has been strained 
by their demands. This scheme was introduced to assist 
domiciliary maternity cases and cases of emergency 
sickness in the home, and these two groups of patients 
must still be helped. The service is also used for educating 
problem-family mothers. But over the past few years in 
Sheffield it has become virtually a monopoly of the 
aged infirm. 

Our efforts to help old people to remain in their own 
homes, or to return there as soon as possible from hos- 
pital, have resulted in making them increasingly depen- 
dent on the home-help service. They become unwilling 
to relinquish it, with the result that the number of new 
calls is greater than the number that can be removed 
from the list and the load continues to grow. What 
began as an emergency and temporary support has 
become the main prop for the care of the aged. In con- 
sequence the other functions of the service are being 
curtailed. Between 1952 and 1955 the number of chronic- 
sick cases more than doubled (rising from 737 to 1861), 
but the number of acute emergencies helped fell from 
292 to 109 and the number of maternity cases from 187 
to 132. It was therefore decided to review the organisation 
of the service, and assess its value to old people. 


Results of Survey 
In September, 1956, health visitors visited all the 732 house- 
holds in a representative sector of the city, where old people 
were being assisted by the home helps. They inquired into 
the circumstances, environment, and health of the old people: 
no medical examinations were carried out. 


Marital Status and Age 

There were in the group 174 married couples, 84 widowers, 
421 widows, 13 single men, and 40 single women (table 1). In 
households where the husband is ill the wife usually manages 
to look after the home and her husband until she, too, is over- 
whelmed, and in these households our findings relate to the 
wife. Almost five times as many old women as old men were 
living alone—an expected result in view of women’s longer 
expectation of life; old men left living alone are more likely 
to be admitted to hospitals and homes, or taken to live with 











relatives. Solitary men who wish to retain their freedom no 
TABLE I—MARITAL STATUS AND AGE 
Married . Single | w; | Single 

Age couples Widows | Yomen | Widowers | —- 
90 years and over .. 1 6 — | — | — 
80 to 89 years a 38 136 4 | 33 1 
70 to 79 years én 88 221 a AN 46 3 
Under 70 years |. 47 soo} 1 | 5 9 

13 


Total -—' | 9 421 40 84 





matter what the cost in comfort are often found in common 
lodging-houses. In a recent survey in Sheffield * it was found 
that 86 of the 309 men living in common lodging-houses were 
over sixty-five. The number of women in common lodging- 
houses is negligible. 

498 of the old people were living alone and of these 160 were 
over eighty. 
Disabilities 

All but a handful of those interviewed were seeing their 
doctor regularly, but only 14% were regularly visited by a 














TABLE II 
Bere a $+ PAS 7 
Incapacity | No. of | % of total 
| cases | 732 cases 
Immobility due to | 
arthritic conditions and joint involvements .. | 194 
blindness .. | 39| \ 255 34-8 
gangrene, varicose, , ulcers, phiebitis, ‘amputa- ‘ 
tions, &c. 22) 
Debility due to | 
weakness, ees &c., related to saniet | | 
AF x i ‘| 
chest conditions i 2 cn ¥ 
postoperative—e.g., cancer Ks coy 221 | 302 
anemia . oe is J } 
Feeb! dizzi tremor, unsteadiness, &e. , 
due to ageing of the cerebral arteries .. 189, 189 | 258 
Incapacity due to . | ‘ 
Pp » psych osis, epilepsy ze | 
other diseases . we r ae ay 67 92 
| 


| 





home nurse. Since, in 1955, 54% of the visits of the home 
nurses were to patients over sixty-five, it was surprising that 
more of those using the home-help service did not use the 
nursing service too. 

229 old people had poor vision and found reading difficult 
or impossible. Some were registered as blind or partially- 
sighted. 117 were very hard of hearing. Deafness is perhaps as 
distressing an affliction as blindness, but it does not interfere 
with the ability to do housework. Their other main dis- 
abilities were a compound of those degenerative changes and 
diseases which make up the syndrome of ill health so restricting 
to the activities and mobility of the ageing (table 11). 


Help from Relatives and Neighbours 

Independence presumes ability to perform simple, multi- 
farious, everyday tasks of the home. Half the old people did no 
shopping and two-thirds no laundering. Some sent their wash- 
ing to the laundry, and any deficiency was made up by relatives, 


TABLE 1}-——HELP AVAILABLE FROM RELATIVES AND NEIGHBOURS 


Help and/or regular visits 
received from: 











ot _| Cases receiving: 
Relatives Neighbours 
Help | Visits Help = Visits No help | No visits 
Married couples 83 | 115 53 | so | «8 | 36- 
Widows .. 219 290 | 204 257 ae 51 
Single women .. 13 18 19 22 12 | 10 
Widowers o 45 55 45 455 | 16 CO 10 
Single men fs 7 8 5 4 | : oe 2 








367 486 324 | 408 
| (50%) (66-3%)|(44-2%)((55-7%)) 255° %) | | 149%) 


neighbours, and domestic helps. Duties undertaken by 
relatives and neighbours included washing and the heavier 
jobs such as carrying coal, decorating, and spring-cleaning. 
For 79 households cooking was done by relatives and neigh- 
bours. Only 38 were entirely without relatives; 514 had sons 
and daughters, but 185 had only brothers, sisters, nieces, or 
nephews. Regular visits and help from relatives were given in 
about half the cases. Neighbours in many cases provide help 
or lessen the loneliness of these old people almost as much 
as their relatives. There was a residue, however, who for one 
reason or another had to try to stand by themselves—one in 
three never saw any relatives; one in four had no help from 
relatives and neighbours, and one in six had no visits from 
them m (table II). 


*Annual rey report on port on the health of S: Sheffield, 1955. 
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Hygiene 

We found 48 old people who were living in dirty houses, 77 
who were inadequately fed, and 89 showed marked lack of care. 
Some who had obviously lived on a poor diet for a long time 
professed to a poor appetite and no interest in food; growing 
disability, inadequate help, and loneliness had resulted in 
a general deterioration and loss of standards. A few were frail 
and confused and were in need of supervision and help, but we 
did not find much evidence of obvious mental deterioration. 
Probably this type of case is generally recognised as needing 
more regular care than can be given by a home-help or home 
nurse, and relatives assume responsibility or the patient is 
admitted to hospital. 

The health visitors thought that 198 cases needed more 
help; that for 137 cases shorter and more frequent visits would 
be more useful, and that for 126 cases an evening visit was 
desirable. 

Some Difficulties 

Though it may seem at first sight that the old people 
get little help from those who might be expected to give it, 
there are many mitigating factors. In grouped dwellings 
neighbours themselves are old and dependent on outside 
help. Sons and daughters do not always live near by 
and may themselves be getting on in years. Daughters 
and daughters-in-law, who carry most of the burden, 
sometimes have considérable family responsibilities, 
may be working or be in poor health. Too often their task 
is a thankless one, for many old people become difficult 
and ungracious. There are thus ample reasons why the 
local authority is obliged to help. 

Many difficulties are encountered in providing a 
domiciliary service. Sheffield employs about 300 home 
helps, full- or part-time, yet we are failing to meet all the 
needs of old people. 

It is tempting to suggest setting up a register of people 
over sixty-five, who would be under regular supervision, 
so that wherever need existed it could be met. Apart from 
the fact that such a procedure would be resisted by many 
vigorous old people who are in no way disposed to have 
intimations of mortality thrust upon them prematurely, 
the cost of the labour force required would be difficult 
to justify. 

Old people can all have medical care as a right, and 
home nursing at the request of their general practitioner: 
enough domestic help, a more general and nebulous 
commodity, cannot always be found for them; yet this is 
the king-pin of the care for the aged. 

Kind of Help 

The help needed by the elderly infirm in their own homes 
ranges from someone who will regularly spend a few hours 
doing the type of housework which necessitates kneeling or 
stretching, to someone who will pay daily visits and run 
through the gamut of duties such as would be undertaken by 
a solicitous relative. This will include washing, shopping, 
cooking, help with bodily cleanliness and simple nursing 
services. It may include advice on personal business matters, 
such as pension arrangement or payment of bills: in short, the 
home-help service must provide a comprehensive type of 
social service. Often the provision of help may be nothing but 
a form of delaying tactics against the day when an elderly 
person, who wishes to remain independent as long as possible, 
is taken to live with a married son or daughter, is obliged to 
ask for a place in an old persons’ home, or when infirmity 
demands removal to hospital. Provided the help given is 
sufficient, the aim of promoting and prolonging an old person’s 
independence is socially and ethically desirable from every 
point of view. 


Recruitment 
Home helps are largely drawn from the 12 million women in 
England and Wales between the ages of twenty-five and sixty- 


five. Many of the women in this pool are fully occupied 
looking after children and husband. Old people’s homes, 
hospitals for the elderly chronic sick, canteens, light industry, 
and the distributive trades all compete for the type of woman 
suitable for the home-help service. This has been recognised 
by some authorities, who have given their home helps a status 
and conditions of service that attract the right type of women 
to take up the work, to some extent at least, as a voca- 
tion. Unless a home-help service sets out to be something more 
than a service of domestic charring, it will not only fail to 
meet all the needs of old people but will also be in constant 
competition with. private households and hospitals which 
employ domestic help. A home-help service, if it is to become a 
real social service, must be able to attract women who are 
balanced and mature enough to handle the elderly with patience ; 
who have enough intelligence and understanding to relate 
their behaviour to the process of ageing; and who can provide 
comfort and security as well as competent help. 


Cost 

According to the report of the National Corporation for the 
Care of Old People for 1956, to keep an old person at home 
when it is necessary to provide a home nurse, a full-time 
home help, and night service, will cost more than a hospital 
bed. Superficially it might seem uneconomic to provide a 
service for one old person in this way, but there is an analogy 
between the home help given on this scale for a limited period 
and the case of the seriously ill person who requires to be 
** specialled ” in hospital. To provide a costly service indefin- 
itely for an old person at home is, of course, another matter 
and would be economically impossible. 

When comparing the cost of looking after an old person 
at horne with hospital care, the average cost per patient must be 
used and not the cost for the exceptional case. In a sample 
of 200 of the 732 people in this survey only 18 were found to 
have home-nursing visits as well as a home help. The highest 
total weekly cost of providing home help and home nurse when 
both were visiting was £2 14s. 10d.—for an old person who had 
daily general nursing and a home help one full day per week. 
The lowest figure of 15s. 6d. was for a patient who had a weekly 
injection and the aid of a home help for one half-day per week. 
In the first example a bedridden person is being kept out of a 
hospital bed with the help of a home nurse, relatives, or 
friends, supplemented by a home help, and in the second the 
small amount of help given to an ambulant patient may well be 
the alternative to removal to an old persons’ home. 

The difficulty arises where the service is stretched too far in 
an attempt to cover all who have asked for help. It becomes 
inadequate with the result that the old person who is left 
without relatives and friends must inevitably be removed to 
hospital almost as soon as she becomes confined to bed. Thus 
of the 732 people in the survey only 30 were confined to bed 
or wheelchair, and it is obvious that a further number might 
have been kept in their own homes if the help had sufficed. 

The cost of keeping an ambulant old person in a home for 
the aged is about £4 10s. per week, but the minimum sum of 
£1 12s. 6d. (under review at present) of this is recoverable from 
the old-age pension. It would therefore be economic to spend 
up to £2 10s. per week on domiciliary services to enable the 
old person to stay at home. Where the alternative is the 
more costly hospital bed, it would be economic to spend 
considerably more than this. 


A Choice of Priorities 

The question we are faced with is that of translating 
into reality our ideals regarding the care of the elderly 
in their own homes. The problem is not only one of 
reservations as to the cost but also the more serious 
difficulty of finding enough home helps of the right type, 
and it is not easy, when help is limited, to judge priorities 
accurately. 

How far are we justified in diluting the time given to 
those who need it badly so that those whose need is less 
may share in a service to which they consider themselves 
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entitled ? On the one hand we have long waiting-lists of 
old people who need home helps, and on the other the 
difficulty of recruiting home helps; a balance must be 
struck so that a reasonable, though perhaps inadequate, 
system of care can be provided. There must be a good 
cadre of well-trained home helps, since, even under 
supervision, they have to work out of direct control: but, 
owing to difficulties of recruitment, some less skilled 
workers must supplement the regulars. The original 
conception of the home-help service has had to be 
changed, and conditions and standards of training and 
remuneration must be improved so that the work is given 
a better standing; for, as we have pointed out, much is 
needed from the home help beyond the capacity to clean 
a room. The service can certainly no longer be hap- 
hazard in its organisation, nor can it hope to fulfil the 
needs of old people unless intelligent care and thought 
is given to each case and its work is supplemented by 
enlisting every possible source of help from relatives, 
friends, neighbours, and voluntary organisations. 

Since the number of aged is increasing and the younger 
people who must look after them are slowly getting fewer 
in proportion, there is a strong argument for the assump- 
tion by the medical officer of health of the overall super- 
vision of the aged as a group. The services and super- 
vision which he is empowered to provide must match his 
awareness of the extent and nature of the need—in other 
words, it must be part of a social service and not merely 









a Domestic Help Scheme. It is already realised that 
all the efforts which can be made on behalf of the aged by 
voluntary bodies will be required, and the function of 
these groups cannot be taken over by the local authority. 
Nevertheless, preventive medicine in devising an intelli- 
gently conceived domiciliary service for the aged will have 
a chance of transforming their outlook in the years which 


must be lived on the debit side of life. 
The views expressed are personal and not necessarily those held 
by the Sheffield City Council. 





Food-poisoning 
A new edition has appeared of the Ministry of Health’s 
memorandum on food-poisoning.' The only major change 
since the previous edition ? is that provision is now made for 
the reporting of cases ascertained by medical officers of 
health besides those notified by other doctors. 


Vital Statistics for 1957 
The Registrar General has issued provisional figures for 
England and Wales for 1957.° The birth-rate (16:1 per 1000) 
was the highest since 1949, but the death-rate (11-5) was not 
much different from that in the previous two years. The 
infant-mortality rate (23-0 per 1000 live births) and the still- 
birth-rate (22-4 per 1000 live and still births) were the lowest 
ever recorded in this country. 
1. Food Poisoning : Steps to be Taken in England and Wales by Medical 
Officers of Health in the Investigation and Control of Food Poisoning. 
H.M. Stationery Office, 1958. Pp. 15. Is. 


2. See Lancet, 1949, i, 974. 
3. The Registrar General’s Weekly Return for England and Wales: week 
ended Jan. 18, 1958. H.M. Stationery Office. 4 


p. 20. Is. 6d. 
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CARE OF THE MONGOL BABY 
The First Phase 
ALFRED WHITE FRANKLIN 
M.B. Cantab., F.R.C.P. 
PADIATRICIAN TO QUEEN CHARLOTTE’S MATERNITY HOSPITAL, LONDON 

THE birth of a mongol baby presents one of the most 
difficult and delicate management problems in family 
medical care. Mongolism is, it is true, only one of the 
many forms of “‘ congenital defect ’’, and the parents’ 
reaction involves no new or different quality. What singles 
out this problem is, first, that it concerns mental defect, 
and, secondly, that if the presentation is vertex, the first 
look at the head and the face, before the whole baby is 
born, can reveal diagnosis dnd prognosis—the sadder 
because medicine cannot help. 

Mongol babies are not all the same, but they are 
similar; they share appearance, stature, colouring, a happy 
character, a love of music and rhythm, and the ability to 
give and to inspire deep affection. While intelligence 
varies widely, and occasionally reaches the standard of 
the educationally subnormal, the range is as nothing 
beside the immense potentialities of the normal newborn 
babe, and full maturity falls short of independence in the 
complex of modern society. 

Parents of congenitally defective children can usually 
accept at birth such internal disease as involves the gut or 
the heart. Anxiety there is, but compassion also, and the 
saving hopefulness that the doctor can’ generally give. 
External defects are harder to bear, because the child will 
be perhaps crippled or unsightly, but if the parents are 
given honestly and without delay the whole picture of 
what can be done and what cannot, after their grief they 
usually adjust themselves and rise to the occasion. 
Feelings of shame and guilt, or of retribution and punish- 








ment, are present in small degree, but where there is 
mental defect these feelings may well swamp compassion 
and substitute self-pity and a self-protective aggressive- 
ness—understandable, forgivable, but making it hard for 
anyone outside to help. 

These attitudes are usually modified by the quality of 
the particular parents—strength of character, emotional 


stability, insight—and by their experience of life. 
Intellectuality is, alas! a hindrance rather than a help. 
The mother is bound after her pregnancy and delivery to 
be not her usual self; nor is she expected to acquire her 
normal emotional tone for six or eight weeks at least. 
And no-one is likely to know really what hopes, joys, fears, 
or regrets have swayed her mind from the moment of 
conception, or whether the bonds of the family circle are 
such as will be strengthened or weakened by a family 
tragedy. The community assumes that parents welcome the 
knowledge ofa pregnancy, want babies, and love and cherish 
them from birth. That some parents use contraceptives, 
successfully terminate pregnancies, or reject normal babies, 
is viewed with sympathy by society, which condemns 
infanticide and physical neglect, but recognises the instinct 
for rejection of parenthood in normal human nature. 
* * * 

Faced with the certainty that the new baby is a mongol, 
what is the doctor to do? Although there is no way of 
altering the baby’s: condition, the doctor should work 
towards securing for the baby the care and protection 
which will allow him to develop to the limits of his 
capacity. His needs in infancy are exactly the needs of the 
mentally normal baby: physical care and satisfaction in an 
atmosphere of love and security. To say that the mother 
at home and in her own family circle can provide these 
best, is to state an ideal. It is not always the truth, and 
the ideal cannot always be achieved. The mother and the 
father must be helped to accept the facts, helped to face 
them and their implications for the future, and helped to 
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think out their plan for the care of the baby. The doctor 
must watch, so as to avoid, or at least lessen, the dangers 
to the family structure that arise while the parents are 
adjusting themselves to their experience. It is not the 
duty of the doctor, any more than it is the duty of the 
grandmother, to impose the solution. Nothing can alter 
the fact that the parents have a mongol baby. Whatever 
the fate of the baby, this fact will remain a fact for the 
rest of time, and the parents must make their plan with a 
sense of this perspective, leaving no place for regrets. 


Once the diagnosis has been made, the possible lines of 
action are limited. The extremes are to keep the baby at 
home as a normal baby and to await developments, or to 
dismiss and reject him, to write him off as a “ dead loss ” 
and to find someone else to look after him—in a foster 
home, a nursery, or an institution. What is politely called 
euthanasia has no place in the care of the mongol baby and 
his family. Fostering, with a view to a later return home, 
or home care, with a view to admission to institution or 
residential school at some selected age, form intermediate 
compromises. 


If the parents fail to notice that the baby is not normal 
(and this is usual even when parents include a doctor or a 
nurse) it falls to the lot of someone at some time to break 
the news. That person ought in the first instance to be a 
doctor; but whether he is family doctor, obstetrician, 
pediatrician, or mental-health specialist depends upon 
who is available at the appropriate time, and is less 
important than the sort of person that he is. Let him be 
one who feels deeply about this problem, deeply enough 
even to pray before the interview and to weep afterwards. 
But the more deeply he feels, the more need is there for 
him to have thought deeply too. Whatever words are 
spoken, however many the talks, there are two moments in 
time to be bridged—the last in which the parents look 
with joy at their new baby and his future and the first 
when they know his tragedy in their hearts. The doctor 
who tells the parents that their baby is a mongol is perform- 
ing a surgical operation without an anesthetic. Only in 
the spirit induced by this sort of realisation should the 
doctor proceed with his hurtful and dangerous revelation. 
Upon his wisdom, upon his ability to see the situation as 
a whole, and upon the acceptability of his approach to the 
parents, may depend the future happiness and integrity 
of the affected family. That he imparts a bias of his own 
to the course of events is inevitable, but there is no place 
in all this for the doctor who always recommends the 
same solution, whether it be immediate separation or its 
opposite; or for the outpatient teaching session or a three 
minutes’ chat in the doctor’s surgery or the welfare 
clinic; nor for those to whom the consultation is no more 
than a rapid exercise in clinical diagnosis. 


* * * 


The parents should be encouraged to return for further 
talks at leisure, and in many cases a trained social worker 
or a sympathetic ward-sister, midwife, or health visitor 
can help. The list of things that the parents want to know 
varies little. Firstly, they need to believe the diagnosis and 
to accept the accomplished fact. *‘ What will the child be 
like, will he live, how does it happen, why did it happen 
to us, can it or will it happen again, is there anything that 
we can do, is there anything that anyone can do ?” 

Acceptance and grieving form the first two stages of the 
healing process, and several expert opinions may be needed. 
Even then parents may appear not to accept the diagnosis. 


In some this is ‘‘ putting a brave face on things ”’, in others 
it is a dangerous delusion. The doctor who has made his 
point need not keep driving it home, and patients cannot 
be compelled to be cured of this or indeed of any delusion 
that does not lead to crime. Attempts to alter facts 
through quackery or spiritual healing under whatever 
banner are reasons more for pity than for interference. 


A description of the life-history of the mongol baby and 
child is most important. Parents who lack direct experi- 
ence of mental defect imagine what they do not know, and 
their own picture may be grotesque and terrifying. On the 
other hand, a visit to a home where there are many 
mongols is seldom wise. The suggestion to see some 
affected babies or children should be left to the parents 
to make, and tea with a high-grade case will show the best 
that can be hoped. About a quarter die in the first two 
years but many live on, especially when there is no com- 
plicating congenital disease. Resistance to simple infec- 
tion is less than normal, but the parents should not be led 
to believe that their child will die young. 


The etiology of mongolism remains unknown. The 
great similarity between cases in different families, stocks 
and races, suggests that this is a human variant arising in 
between one and three of every thousand live births, 
commonest when the mother is over 40 years, but seen 
throughout the childbearing period. There is no known 
factor in the medical history or habits of the parents, 
and -bad luck alone accounts for why this, which is a 
common risk to all humanity, should happen to one 
family rather than to another. Nothing in the parents’ 
lives could produce it; nothing could have prevented it. 
Second cases do occur apart from twin births, and the 
parents must be so informed. The risk is not altered by 
the birth of a mongol, and is neither greater nor less at the 
next pregnancy. Nevertheless, with parents under 40 years 
the remark should be added that in real life second cases 
are exceptionally rare and the risk is well worth taking, 
especially when the mongol baby is the firstborn. 


That there is no specific treatment must be admitted, 
but it is wrong to tell the parents that they can do nothing. 
Recent study of mentally.defective children has shown the 
important part played in their lives by emotional disturb- 
ance. The emotional stability, the happiness and the 
general progress of the mongol baby is observably better 
when the family has accepted and loved the baby. This 
is no reflection on nursing care in foster homes and 
institutions, but simply means that the well-known fact 
that in the first five years home life is best for children 
applies to mongols as much as to their mentally normal 
siblings. When parents neither accept nor love the 
mongol, home care is not the best. 


Certain other problems should be raised. The effect on 
the siblings of the addition of a mongol baby to the 
family has to be watched. The rest of the family usually 
takes the lead given by the parents, and if they adjust well 
to the situation little trouble results. From time to time 
the progress and behaviour of the siblings should be con- 
sidered, and in some families the best interests of the 
normals may lead to a change of plan. This is the more 
likely if the mother gets into the habit of fostering her 
mongol at the expense of the siblings, and parents should 
be warned of the danger of the mother’s neglecting her 
husband, her other children, or her home by concentrating 
too much on the mongol. It is wise for the parents to let 
near relations and close friends know that the baby is a 





258 MEDICINE AND THE LAW 





THE LANCET 





mongol, that they have taken advice, and that the matter 
need not be referred to again. 
* * . 

The certainty of diagnosis that may follow the first look 
at the head of the part-delivered baby, referred to above, 
is responsible for the difficulty which surrounds the 
choice of time for revealing the fact to the parents. There 
is room for difference of opinion and of practice. If the 
baby is born at home, there is not the urgency that exists 
in hospital where the mother and baby normally go home 
on the tenth or the fourteenth day. A routine method of 
handling is to be avoided, but on the whole I prefer tc 
do no more than sow a seed of doubt in the parents’ 
minds before they go home. In this way the mother is 
given the chance to regain her emotional balance and to 
get really to know her baby. I arrange to see them again 
at four or six weeks on the ground that the baby’s general 
condition and progress is not absolutely satisfactory. This 
conversation probably is wise, although at times it leads 
to a fuller revelation of the nature of the anxiety than 
was intended. The parents must never be told positively 
that a mongol baby is normal, or confidence between 
doctor and patient is lost for ever. Both parents must be 
seen at the second consultation, and at this or at the next, 
after a further one or two months, the full story should 
be told. Unfortunately during these intervals a kind 
friend, neighbour, or relation, or another doctor or health 
visitor, may have alarmed the parents by some ill-advised 
remark, and it is wise for at least the medical and social 
workers to agree their plan. 

For the doctor to tell the father in the neonatal period 


with an injunction not to tell his wife is to put a dreadful 
strain on him, and reflects a singular idea of relations 
between husband and wife during their enjoyment of the 
new baby. Often, however, the father is prepared to 
break the news to his wife and then to let the doctor 
explain the meaning of the diagnosis. To tell the mother 
in the neonatal period before she has got to know her 
baby is again adding to the burden, unless the family 
situation is such that rejection of the baby seems likely 
to be the best solution. When the parents have realised 
the diagnosis themselves, the decision is out of the 
doctor’s hands. One mother may utterly reject the baby 
in hospital and when the diagnosis is revealed in the first 
few days; she refuses to discuss it, seeming able to cut 
herself off successfully, though grieving privately. 
Another, out of the fullness of her maternal spirit, cannot 
even for a moment consider a parting. Such strong 
instinctive decisions are best left unchallenged. 

When the mother decides to keep the baby and to see 
how he gets on, she should be advised not to close her 
mind against his ever going away. If he is very slow and 
limited the needs of the rest of the family may make it 
advisable; training and such schooling as is suitable may 
be possible only away from home, though this is less 
likely now that more occupation centres are opening. 
Multiplication of instances is not the purpose of this 
article; each situation has its own characters and the best 
solution has to be worked out afresh each time. The 
doctor can only help the parents to react well and try 
to persuade them that the birth of a mongol baby is not 
a defeat but a challenge to battle. 
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An Unstable Piano 


A SCHOOL music-teacher employed by a local education 
authority had her foot crushed by a piano while moving 
it in the course of her teaching duties at a special school 
for crippled children, carried on at the Ascot Ortho- 
pedic Hospital under sections 62 and 63 of the National 
Health Service Act, 1946. 


The education authority provided teachers and the hospital 
provided accommodation and equipment, including the piano 
in question. It had originally been fitted with four one-inch- 
diameter brass castors at each corner and two wheels in the 
centre which made it easy to move from ward to veranda and 
back again. Some time before the accident the two centre 
wheels had been taken off and it became difficult to move. 
The school headmaster repeatedly asked the hospital to replace 
the wheels. On the date of the accident two hospital employees 
replaced the brass castors by four 3-inch-diameter wheel- 
castors in the hospital workshop, and took it back to the ward 
for the music lesson. While the teacher was moving it back 
to its proper place in the ward it tipped over and injured her. 


She brought an action both against her employers (the 
education authority) and against the hospital manage- 
ment committee. Mr. Justice Stable awarded her £1013 
against the hospital and dismissed her claim against her 
employers. The hospital committee appealed. 

Lord Justice JENKINS said that this piano had had a long 
and blameless if somewhat nomadic career until its centre of 
gravity was raised by substitution of wheel-type castors for the 
old brass ones, thus making it top-heavy. It was highly signi- 
ficant that this accident happened on the very day of the 
alteration. If that was the cause of the accident, was there any 
breach of the duty owed by the hospital to the teacher? For 
the hospital it was argued that though the standard of care 


they owed her was higher than that of the donor of a gift to 
a donee, it was not so high as that of a manufacturer of goods 
who made and distributed them for reward. His Lordship 
did not agree that this was like a case where the work was done 
gratuitously. It was true that the piano belonged to the hos- 
pital and was lent without any payment to the education 
authority; but it was lent as part of the reciprocal arrangement 
between these two public bodies who together fulfilled the aims 
of education and medical treatment; and the duty of the hos- 
pital committee was to take reasonable care to see that the 
piano when fitted with the new castors should be reasonably 
safe. No-one who had heard this case could fail to appreciate 
that upright pianos were liable to tip over, and the higher their 
centre of gravity the greater the propensity to tip over. That 
was something which the hospital employees using reasbnable 
care ought to have known and guarded against, and because 
they had not done so the hospital committee were vicariously 
liable. Their appeal must be dismissed. 

As to whether the education authority was liable, this was 
not a case in which the employers provided plant in the shape 
of pianos or delegated their provision. These were simply 
pianos which the authority’s employees were permitted to use, 
and it could not be said that when the piano owners caused 
new wheels to be put on they were altering plant on behalf of 
the education authority. True, the headmaster had asked for 
new wheels to be put on; but the education authority was not 
in control of the situation when it was done. The accident 
happened before the employers even knew that the new 
wheels had been put on. They could not in those circumstances 
be held liable. The claim against them must be dismissed and 
the hospital committee should pay all the costs involved. 

Lord Justice Hopson and Lord Justice Morris agreed. 


JOHNSON v. BERKSHIRE CouNTY COUNCI Wrnpsor Group 
HosprTtaL MANAGEMENT COMMITTEE. Court a tof Appeal Cok Hodson, 
and Morris L. ¥7.); Dec. 5, 1957. Counsel and citors.—F. > Q.C., 
and John Perrett (Gamien, Bowerman, and Forward for Lovegrove & Durant, 
Windsor); E. S. F; ay Q.c., and P. M. Blomefield (K. Wormald); Montague 

Berrymans). 


Berryman, Q.c., and E. W. Eveleigh ( 
M. M. Hitt 
Barrister-at-law. 
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A Running Commentary by Peripatetic Correspondents 


“Ir is just like a sort of outpatient department” said my 
learned colleague. The juvenile court was in session and we 
were observing from the rear. The longer I watched, the more 
I saw his point. There had been those dreary queues for a 
start, in a large dim hall complete down to the small wooden 
table in one corner serving warm tea. Even the stray coppers 
weren’t out of place. The chief consultants were pretty obvious 
behind the Bench, and their juniors presented clinical problems 
to them in a competent manner: the conclusions were probably 
not much more didactic than those at most teaching hospitals. 
Once the three chiefs even withdrew for a private consultation 
on a problem case. Most cases were appropriately returned 
home for domiciliary care under the direction of the, as it were, 
court general practitioner—the probation officer. Some were 
declared fit and discharged, and a few, after some headshaking 
and study of specialist reports (including, happily, psychiatric 
opinions), were sent for special inpatient care at a specified place. 

These parallels seemed for the most part happy ones: a 
therapeutic approach is making some inroads on our punitive 
judicial system. But there were differences too. The Press 
isn’t admitted to our ward rounds yet, and the magistrate still 
has a very strict set of rules to follow. We haven’t had these 
since Ancient Egyptian times. No, it’s not for nothing that we 
talk colloquially of beaks “dispensing justice”’, but with due 
humility I would like to suggest that the legal eagles tear one 
more leaf from our book and initiate a series of carefully con- 
trolled trials. Where prognosis is so obscure, how can one have 
much confidence in the treatment ? ‘ 

. * 7 


In our industrial part of the world, one of the interesting 
sights of road travel are the chemical tank wagons, bearing 
in large red letters such exciting notices as DANGER, HIGHLY 
INFLAMMABLE, STRONG CORROSIVE. As one follows them it is 
interesting to revive one’s rusty chemistry and think out what 
first-aid treatment would be needed if an accident occurred. 
But in fact their presence seems to have a good effect on road 
manners. It is striking to watch how the motorist who has 
been trying to pass everyone suddenly slows down when he 
reads the red letters which say DANGER. EXPLOSIVE. 

* * * 


She was rushed into hospital as an emergency and spent 
an hour and a half on the operating-table that same night. 
Thirty-six hours later she was asking me if there was anything 
new in the headlines of the morning paper. Then for a week 
or more she was very weak, and behaved like an old, old lady. 
She soon picked up again, and discussed with great interest 
her curious adventures in the half-world where she had 
searched in vain for death’s door. Today I took her an offering 
of Penguins, ranging from D. H. Lawrence to the Venerable 
Bede, and she seized on them with delight. She handed me 
in exchange an article she had just written about Irish nurses, 
and asked me to get it typed and sent off to a Dublin paper. 
I looked through it later. The writing was shaky but the style 
was as lively as ever. There was only one slip; meaning to 
mention her birthday in 1958 she had put, “‘ This has been 
written on my 158th birthday.” If bodily wear and tear had not 
taken such a toll, it would be hard to find any logical reason why 
she should not still be writing on that anniversary. Mentally 
she’s still in her forties, for all that she’s turned ninety-five. 

. * * 


Since the man from the Ministry fell through the seat of 
our Senior Lecturer’s chair some time ago the University has 
been turning over in its mind the desirability of allowing us 
to purchase some new chairs. The green light came last 
month, and we have all been breathlessly awaiting the arrival 
of our new Professorial Chair. Our Professor is not a man to 
throw away an opportunity of getting a decent seat for the 
first time in his medical career, and he has been happily study- 
ing the form in several highly coloured catalogues. On sordid 


financial grounds he was regretfully forced to leave out of con- 
sideration the ‘ Floating-Eez’ (at the touch of a button 
instantly assumes any angle desired; the business man’s dream; 
guaranteed for a lifetime), and the Executive’s Chair (padded 
arm-rests and stout swivel mechanism; a solid job) seemed 
lacking in dignity. The Director’s Chair (with foam-rubber 
seat and adjustable back; in blue, red, or green) was rather 
better, but our efficient administrator, who rules us in esthetic 
matters, maintained that in her opinion the rest of the furnish- 
ings were not suited to admixture with primary colours. There 
was accordingly little choice in the matter, and our accommo- 
dating Professor was driven to turn his mind to those chairs 
which were obtainable in pastel shades. 

Fortunately the Chairman’s Chair (with foam-rubber seat, 
stout swivel mechanism, and patent adjustable tilting mech- 
anism) came in grey or black, and this morning a grey one 
arrived in the hall, swathed in paper padding and secured at 
all points with string. We tiptoed cautiously round it, explor- 
ing the foam rubber, and examining the tilting mechanism; 
rather enviously we watched it borne away into the professorial 
sanctum. But mark the sequel. 

It appears that our Professor was hospitably entertaining 
the Vice-Chancellor at morning tea ‘when he conceived the 
injudicious notion of putting the Chairman’s Chair through 
its paces for the benefit of his guest. The first tentative circuit 
of the stout swivel caused him to crack his patella viciously 
on a totally unexpected corner of his desk, and while expressing 
himself with some force on this occurrence he unwisely leant 
backwards, thereby bringing into play the patent adjustable 
tilting mechanism to such effect that the whole chair, complete 
with Professor, overbalanced backwards, causing him to strike 
his head a savage blow on the corner of the bookcase. The 
Vice-Chancellor’s tea spilled all over the desk and overflowed 
on. to his trousers, and our gallant administrator, roused by 
the clatter, tripped over the mat on the way to the rescue and 
joined the chaos on the floor. 

The Chairman’s Chair is now in the possession of our 
stolid Senior Lecturer, and our Professor has taken over a 
wooden affair which used to stand in the room where the 
cleaners make their tea. 

* * * 

George has just returned from an important conference on 
burns, and is full of the missionary spirit. How not to get 
burned is the, answer to the problem, and we have all been 
deprived of our nighties and given ‘ Proban’ pyjamas. Every 
fireplace has its own particular fireguard, and at last I think 
we are going to get central heating. So far so good. 

Grandpa had a stroke about four years ago, and is unsteady 
on his pins. We have had no trouble with him about nighties, 
because he was “‘ modernised ” in this respect many years ago. 
But he says he hopes we won’t get rid of the coal fire before 
he “goes ”’—in his more pessimistic moments he hopes he 
“ goes ” before we get rid of the coal fire. Although the new 
fireguard is an elegant affair tastefully decorated with ivy 
leaves, he regards it with distaste, and says it keeps the heat away. 

Yesterday when I came in the fireguard was in front of the 
piano and Grandpa was standing on the hearthstone, swaying 
gently, holding his cold left hand well into the chimney. We 
hope George’s next conference will teach him not only how to 
handle burns, but how to handle Grandpa. 


* * * 


He is a short, hardy, unwashed Eskimo. When he came to 
England he could not give up entirelv his former way of life. 
He sleeps in as cold a room as possible, in a truncated bed with a 
mattress that would produce bedsores on a rhinoceros. It is the 
nearest approach to the sleeping bench in his igloo. He needs 
hardly any blankets, even in the middle of the winter. He sel- 
dom baths and when he does he dries himself with a minute 
square of towelling, for cloth is almost unobtainable in the 
Arctic. He never uses soap. Unfortunately, I have never met 
him and no-one in the university seems to know him, but I 
am sure of his existence. I stayed for two nights in his room 
while attending a meeting during the vacation. 
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Letters to the Editor 





ANTIBIOTIC PROPHYLAXIS 

Si1r,—I am perturbed by your annotation of Jan. 4. 
I have not had the opportunity to read the papers on 
which it is based, but nevertheless I wish to make a few 
comments. 

No formal definition of prophylaxis is given, but 
your meaning may be thought to be implicit in the 
second sentence: “‘ More often than not, the belief that 
antibiotics will prevent bacterial infections is unjustified.” 
This is a view with which there can be no quarrel if the 
word “infections”? implies, as I believe it should, 
invasion of patients, after they have started antibiotic 
treatment, by bacteria new to them or at least absent 
from them at the time when the treatment began. 
Theoretically, however, it is surely possible that such 
invasion might be by organisms sensitive to the drug 
being used, and thus infection would not become 
clinically manifest and so might be said, in a sense, to 
have been prevented. Hence it might be maintained 
that the statement “ To use antibiotics for clean opera- 
tions with the object of escaping wound sepsis or 
respiratory complications is a vain hope” is logically 
indefensible even if one cannot commend the practice 
it condemns. But what is a clean operation? And does 
not prophylaxis in this context refer not to pure aseptic 
cleanliness, since that is unattainable, but rather to the 
control of those ineradicable organisms which lurk sub- 
clinically, waiting the opportunity afforded by operative 
trauma to spread and multiply ? 

From the remark “ Among patients undergoing 
operations . . . (for) resection of the colon with anasto- 
mosis, postoperative complications were as common 
in those who received antibiotics as in those who did not ” 
it might be thought legitimate to infer that modern 
methods of preoperative preparation of the bowel by 
appropriate sulphonamide or antibiotic drugs are in- 
effective; this is contrary, I believe, to the majority 
opinion. Equally, from the remark that “‘ the incidence 
of wound infections after appendicectomy for acute 
suppurative and acute gangrenous appendicitis was not 
reduced by parenteral tetracycline therapy” it might 
be assumed that there is no place in even the severest 
forms of acute appendicitis for antibiotic treatment; 
this too I believe to be at least debatable. The evidence 
cited from the work of Petersdorf et al.! appears to be 
unbalanced; for example, ‘““No benefit was derived from 
the chemotherapy; on the contrary, patients given 
antibiotics were more susceptible to pneumonia, 
cutaneous staphylococcal infections, and bacteremia 
due to gram-negative bacilli”; and again ‘“‘ Routine 
administration of antibiotics did not prevent infection . . . 
but often resulted in the infecting organism being a 
highly resistant proteus or pseudomonas ”; these state- 
ments seem to me to savour of special pleading, even of 
propaganda. If this is so it might appear that you have 
spoiled an excellent case by biased overstatement and so 
failed to carry conviction in the entirely laudable aim of 
reducing the indiscriminate use of antibiotics. 

Falkirk. RONALD G. HENDERSON. 

*,* Mr. Henderson seems to disregard a danger which 
has long caused us concern—namely, that the widespread 
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use of antibiotics will, by suppressing susceptible 
organisms, enable- resistant strains to become dominant 
in an individual or in a community. Even when there 
appears to be a good case for the use of antibiotics 
in prophylaxis—as in operations on the bowel—there still 
seems to be some doubt whether clear evidence of 
benefit can be produced. We are impressed by the reports 
to which Pulaski ? refers, and by the findings of Petersdorf 
et al.', and we do not think we overemphasised their 
implications.—Eb.L. 


Sir,—Dr. Warren Crowe (Jan. 18) wishes to express 
his full agreement with your conclusion (Jan. 4) that 
antibiotics should not be used to prevent sepsis, but he 
still recommends the use of sulphonamides as prophy- 
laxis. Are sulphonamides in effective dose not more toxic 
and hazardous than penicillin ? The question is not what 
one uses as a prophylactic agent but whether “ chemo- 
prophylaxis” is beneficial and safe. There are certain 
clinical conditions, such as rheumatic fever, disabling 
chronic bronchial infection, and valvular heart-disease in 
a patient undergoing dental extraction, where chemo- 
prophylaxis and antibiotic prophylaxis have proved their 
value. To withhold prophylaxis is, at times, more dan- 
gerous; but I would certainly reiterate that the antibiotics 
should not be used indiscriminately to prevent sepsis, 
especially in the conditions mentioned in your annotation. 


igen, Cae. S. S. JHAVERI. 

Sir,—I was interested to read Dr. Warren Crowe’s 
letter (Jan. 18) and to learn that he had been using 
sulphonamides prophylactically in the treatment of 
arthritis accompanied by focal sepsis. He mentions that 
he has had some success with a new form of sulphonamide 
drug, and in this connection I thought it might be of 
interest to record my experiences with sulphaethylthiadia- 
zole (‘ Sethadil ’). 

Although recently introduced to this country, it has been in 
regular use since 1940, first on the Continent and then in the 
United States. A long-acting sulphonamide, it is of great 
value in the treatment of lobar pneumonia, bronchopneumonia, 
and similar infections, as it has a potency and antibacterial 
spectrum which is almost identical with that of sulphadiazine or 
sulphafurazole.* 

I have used a great number of sulphonamides, but have 
always been conscious of the risk that they might lead to renal 
complications. However, the risks of this with sethadil 
seem to be fairly small. According to Frisk ¢ and Terrell * only 
5-10%, of the drug appearing in the blood or urine is acetylated. 
Terrell also states that the free drug has a solubility of 300 mg. 
per 100 ml. in urine as acid as pH 5-3-5-6. 

Three doses in twenty-four hours completely controls the 
majority of infections for which I prescribe it, and after the 
initial three doses a day I find that often only two doses daily is 
sufficient. 

In my hands sethadil is as efficacious as the best of the 
currently available sulphonamides, and to my mind it can be 
used with far less worry about harmful renal effects. As it is 
not necessary to insist on the patients taking more than the 
normal amount of fluid per day, I find this drug particularly 
useful in cardiac cases and also in children where it is always 
difficult to give large amounts of fluids. 

Although this drug is rather more expensive than most 
sulphonamides, by using it in an increasing proportion of 
2. Pulaski, E. J. Practitioner, 1957, 179, 465. 

3. Rhodes, R. E., Bard, R. C., McCaughan, J. A. Antibiot. Chemother. 1956, 





4. Frisk, A. R. Acta med. scand. 1943, 103, suppl. 142. 
5. —4 Yow, E. M., Daeschner, W. Med. Clin. N. Amer. 1957, 
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patients, some of whom I would normally have treated with 
very much more expensive antibiotic preparations, I am quite 
sure that I have effected an appreciable reduction in my pre- 
scribing costs. 


London, N.W.10. Eric M. SKLAR. 


PROBLEM FAMILIES 

Sir,—Dr. Scott reports in his “ London survey ” 
(Jan. 25) that the incidence of problem families among 
the homeless is slightly more than four times as high as 
that ascertained by the public-health department among 
families living in their own homes. In the television 
programme “ Panorama” (Jan. 6) the B.B.C. showed 
briefly, but poignantly, the plight of families becoming 
homeless, and Lady Allen of Hurtwood writes! of her 
concern for the children who suffer with their parents in 
this way. These reports are very disturbing. 


Dr. Scott’s survey demonstrates clearly that the “ potential 
problem parent” does, by his own insufficiency, tend to 
become and remain homeless. Careful consideration, however, 
of the many unavoidable reasons for which families become 
homeless points inescapably to the conclusion that the conse- 
quent suffering and degradation are sufficient to force even 
self-respecting families down into the “ problem” group. 

The National Assistance Act, 1948, places a duty on the 
welfare department of the local authority to help any family 
whose homelessness can be said to be due to any circumstances 
which “could not reasonably have been foreseen ”—fire, 
flood, and gale damage, for example, but not necessarily 
eviction in all its cruel and varied circumstance. In contrast 
to the National Assistance Act, the Children Act, 1948, places 
a duty on the local authority, through the children’s officer, 
never to refuse to receive into care any child destitute of 
shelter. A cruel choice for parents: separation and good 
material care for their child, or continuing a shared ordeal 
that only too often makes the child ill. 

Some brave and intelligent parents part temporarily with 
their children, and, competing with many other families in 
a similar plight, do find a new home; but, to quote Dr. Scott 
again, ‘‘ there seems to be a limit to the difficulties with which 
a stable but dull parent can compete, after which one further 
adversity will produce a complete breakdown in domestic 
management ”. Such parents give up their children and move 
into lodgings which, as childless people, they can find without 
difficulty. Both may go out to work. Why not? What hope 
have they of resuming normal home life ? Probably they have 
another baby, and probably in consequence they are evicted 
from lodgings where they were accepted only because they 
were childless. Meanwhile, the cost to national funds of 
maintaining their other children would be sufficient to pay 
the rent of an expensive family flat. Some children thus 
grown up “in care” are placed in work with the help of the 
local authority. Probably, by reason of parental deprivation, 
they are inadequate citizens. The cycle of problem families 
starts again. 

Some parents postpone the separation of their children 
from their mother by taking leave of each other. The father 
goes into lodgings and has to pay for a landlady to look after 
him. He has to pay also towards his wife and children’s 
maintenance in either a homeless-family unit or short-stay 
accommodation. The father must search for accommodation 
after the day’s work and the mother during the day, taking 
with her in any weather whatever children they have, however 
young. 

It is at this point that I so often meet these families, referred 
from the casualty department, hungry and unwashed, the 
mother undeservedly drab, with broken shoes, and one or 
more of the children ill. Usually with the children’s illness the 
family’s courage-breaks, and they accept separation from their 
children for an indefinite time. 





1. Times, Jan. 25. 


London is deservedly famous for its progressive and com- 
passionate care of its children. Dr. Scott’s survey shows again 
how wisely and'how comprehensively London’s children are 
known. Nevertheless, in London and all up and down the 
country, these pitiful families move about without a plan, and 
by reason of just this aimless drifting they remain, for the 
ordinary citizen, out of sight. Public concern, if informed, 
would surely give such support to the authorities which repre- 
sent them that some way to surmount these almost insur- 
mountable difficulties would be found. 


I must be one of very many people who would welcome 
such a public inquiry as Lady Allen suggests. 


“wine EILEEN SUMPTER. 


A FUNCTIONAL NECESSITY 

Sir,—My letter of Jan. 18 was concerned with the 
difficulties of securing the facts about consultant appoint- 
ments and potential consultant vacancies. I Was not, 
therefore, as Lord Cottesloe suggests (Jan. 25), “‘ more 
concerned with attacking the Regional Board and its 
officers than attempting to deal with the extremely 
difficult problem of medical staffing.” Indeed I have 
made considerable effort to get this problem fully 
ventilated, and I thought it helpful to your readers to 
quote the difficulty I had experienced in one regional- 
board area. 

I deliberately abbreviated my letter to you, Sir, and quoted 
only an extract from the written reply, because I am conscious 
of your need to economise in space. I am, however, grateful to 
Lord Cottesloe for giving publicity to the questions I asked, 
but I must point out that he is in error in suggesting that he is 
quoting my request in full. Nor would I wish to burden your 
readers with details of my efforts, commencing in 1956, to 
have this subject discussed in the duly appointed medical 
committee of the North West Metropolitan Regional Hospital 
Board. 

Without quoting the correspondence in full, perhaps I may 
be permitted to explain that I prefaced my nine questions with 
the words—“‘ may the committee members please be furnished 
with the following information—or as much of it as can be 
made available:—’’. Immediately following the questions my 
letter continued: 

‘* I appreciate the fact that I am asking for a very large amount of 
information, some of which may not be readily available. However, 
if we are to ensure proper staffing of our hospitals and also to solve 
the thorny senior registrar problem, I am quite sure that such details 
should be made available.” 

One is very glad to hear that a deputation visited the Ministry 
on Oct. 16, 1957. Would it be too much to hope that the 
general purport of that deputation and its recommendations 
will be reported to the medical committee of the Board? Better 
still had the help and cooperation of that committee been sought 
first of all. 

I do most seriously submit that if regional boards do 
not make proper use of their medical advisory machinery 
it is virtually impossible for their professional staff to 
offer any concrete suggestions. I feel sure that Lord 
Cottesloe will not be disappointed if he asks the help of 
his own medical committee, and his group medical 
advisory committees, in solving this otherwise intractable 
problem. 

Radlett, Herts. 


Sir,—The whole consultant structure of the health 
service needs re-thinking. Why is it not possible to have 
a pyramid of promotion in other hospitals similar to that 
in teaching hospitals ? What is wanted is more jobs in the 
middle, not more jobs at the top. It is not surprising that 
people fall off a ladder which has no rungs between the 


R. S. MURLEY. 
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third and the sixth. As long as the profession opposes 
the insertion of more rungs the senior registrars’ present 
plight will remain. 

In a system of more gradual promotion, although full 
consultant status would be reached at a much later stage 
of their careers, there would be a much larger number of 
jobs to which senior registrars could progress. In. this 
hierarchy people could be paid according to the position 
they occupy and possibly according to their skill and 
experience, so that there would be no need for separate 
merit awards. 

It is improbable that those who initiated the system of 
merit awards for consultants ever imagined that private 
consultant practice would continue to the extent it has. 
Merit awards, if such a system is justified at all, should 
only be paid to full-time consultants. Private practice 
brings its own merit awards to those who deserve 
them. 

A system of awards for years of experience would be 
more appropriate to general practice, where payment is 
by a fixed capitation-rate. Few general practitioners 
engaged in N.H.S. work can devote much time to private 
practice, so that the only way they can improve their 
position is by taking on more patients. This is of doubtful 
advantage to both doctor and patient. If a system of 
awards could be coupled with a reduction in the maximum 
permitted number of patients, more young doctors would 
be enabled to enter practice and fewer middle-aged 
doctors would be killing themselves. 

Hatfield, Herts, KENNETH C. HUTCHIN. 


Sir,—As a newly appointed senior registrar Iv have 
followed the recent correspondence with interest. 

I am working in pathology because this is the job I 
want to do. I would far rather be an assistant pathologist 
than a principal in general practice, and by temperament 
and training I would be better employed in my chosen 
specialty. A point that deserves wider recognition is that 
the career structure most appropriate to general medicine 
and surgery is not necessarily ideal for other branches, 
and should not be imposed merely for uniformity. 

The essential feature of such a grade as you advocate 
is that it must be from here that promotions to con- 
sultant are made. Having this vital safeguard, I should 
regard such a post not as another obstacle but as a welcome 
milestone. I am only sorry that those who claim to 
represent me do not share my views. 

TRAINEE PATHOLOGIST. 


A NEW FORM OF CHLORAL HYDRATE 
Str,—Chloral hydrate is still regarded as one of the 
safest and most satisfactory hypnotics, but its wider use has 
been limited by its disagreeable taste and odour, and the 
absence of any tablet presentation of the drug. 


Recently we have investigated a new product, dichloral- 
phenazone (‘ Welldorm ’). This substance is a loose molecular 
complex of chloral hydrate and phenazone, which breaks down 
readily in the gastric juices to release chloral hydrate. Dichloral- 
phenazone is available in tablet form and, in effect, provides a 
readily acceptable means of administering chloral hydrate. _ 

We have given it as a hypnotic to a wide variety of medical 
and surgical cases (over a hundred). Its effects have been a 
satisfactory sleep with no hangover. In particular the elderly 
patients in the sixth and seventh decade did better with it than 
with barbiturates. 

Its toxicity appears to be comparable to that of chloral 
hydrate. No gastric or intestinal irritation has been observed 


from its use, and it appears to be very safe compared with the 


barbiturates. 
R. A. KING 
I. BIERER 
P. RICHMOND 
London, W.1. A. J. WATSON. 


A THEORY OF NERVE DEAFNESS 

Sir,—Dr. Fisch (Jan. 18) points out that we have used 
the term “‘ presbyacusia ” to denote any loss of high-tone 
sensitivity, without restricting its use to loss associated 
with ageing. I apologise if this should produce confusion, 
and it is certainly etymologically wrong. Whether or not 
non-conductive deafness in the young should be regarded 
as essentially different from old-age non-conductive deaf- 
ness seems to be an open question; many workers—for 
example, Wever—seem to regard old-age deafness as 
being due to a series of minor injuries of various kinds, 
having cumulative effects with time. They would make no 
theoretical distinction. Perhaps our use might be excused, 
as one does sometimes talk about premature ageing. 

We are very grateful for any data provided by clinicians, and 
especially cases of neural damage which do not produce pri- 
marily high-tone loss. In our paper (Jan. 11) we did not suggest 
that the supposed increase in neural “ noise ” would be the sole 
cause of high-tone deafness; indeed, we cited three references 
giving evidence of partial sectioning of the nerve producing this 
effect. We did suggest that loss of channel capacity, due either 
to increased “ noise ” or to loss of functional fibres, seems to 
give primrily high-tone loss. On the other hand, we do sub- 
mit that perhaps recruitment may be found only in the presence 
of noise, be this neural or external in origin. Any data bearing 
on this would be most welcome. 

The finding of Dr. Fisch that some lesions in the organ of 
Corti improve sensitivity for high tones is extremely interesting. 
If the lesions were restricted to the low-tone end, then we should 
not be surprised to find low-tone loss, and primarily low- 
frequency impairment may be produced experimentally in the 
normal ear by masking with a narrow band of low-frequency 
noise. If the low-frequency end of the organ of Corti were 
entirely destroyed, then the normal residual neural noise from 
this region should be eliminated. This could reduce she total 
noise-masking, and thus conceivably improve high-tone dis- 
crimination. Could this be a possible explanation ? Clearly, to 
test this, data are needed concerning the locus of the lesions. 

It seems worth adding that the change in the slope of the 
curves given by our experiment seem to indicate recruitment. 
By including points representing lower background intensities 
more information about the slope of these curves can be ob- 
tained. This differential intensity threshold technique might 
perhaps be used to estimate degree of recruitment where loud- 
ness balance cannot be used, and this might be clinically useful 
where both ears are impaired. 


setae. - ~~ R. L. GREGORY. 


Str,—I have read with interest the article by Mr. 
Gregory and Miss Wallace (Jan. 11). 

They say that peak clipping has been tried in nerve 
deafness but with only slight improvement, and suggest 
that it may be necessary to filter out those frequencies 
where impairment is greatest to reduce stimulation. 


Dr. Harvey Fletcher in his book Speech and Hearing in 
Communication had advocated that in cases of high-note loss the 
frequency response of a hearing-aid should have a slope equal 
to one-third of that caused by the nerve-deafness factor, and 
this in most cases means greatly increasing the amplification in 
the high notes. Hearing-aid manufacturers have successfully 
fitted aids in many thousands of cases of nerve deafness, using 
automatic volume compression and tone control along the lines 
recommended by Dr. Harvey Fletcher. In our experience it is 
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essential, in those cases where the audiogram shows little loss 
in the low frequencies, to cut out these low frequencies below 
about 1000 c.p.s. almost entirely. This produces in many 
cases a striking increase in tolerance and intelligibility. 

There is a school of thought that believes that distortion 
may be introduced by high-frequency sound and that this may 
vitiate the improvement of the hearing given by the lower 
frequencies. 

In some of the current hearing-aids manufacturers have 
fitted a “‘ high-note cut ” to take care of this factor, if it exists. 
Experience indicates that while this switch is helpful in reducing 
rubbing noise it has not so far been possible to detect any 
improvement in hearing or comfort following its use. It may 
be that the factors of stimulation and distortion arise above the 
highest effective frequency « the hearing-aid—about 3500 
C.p.s. 

I think we may fairly claim to be able to help 90% of 
the nerve-deafness cases referred to us, but I feel that we 
are going to require much more information before we 
can help the remaining 10% if, in fact, they will ever be 
helped at all by hearing-aids. 


Aid Manufacturers Association Ltd., 
me House, Norfolk Street, A. EDWIN STEVENS 
London, W.C.2. President. 


ENZYME TESTS FOR GLUCOSE 
S1r,—The ‘ Clinistix ’ test has recently } been found 
to be highly specific for glucose in urine, none of a 
number of other sugars, when freed from glucose, giving 

a positive result at concentrations below 20%. 


The first comprehensive investigation? of the specificity 
of glucose oxidase (notatin) showed that modifications to C6 
of the glucose molecule reduced the rate of oxidation to 2% 
or less of that of glucose. Within the past year 2-deoxyglucose 
has been reported * to be a fairly good substrate for this enzyme; 
Sols has also demonstrated that glucosamine is slowly oxidised 
at pH 8-0. Another substrate, which is oxidised at about the 
same rate as 2-deoxyglucose is glucosone (2-oxo- or 2-hydroxy- 
glucose). 

Although glucosone and 2-deoxyglucose react readily with 
clinistix and “‘ Testape”’ under the conditions employed in 
urine testing there is no evidence that either sugar ever appears 
in urine. 2-Deoxyglucose has not, to my knowledge, been 
reported as a natural product; the possible biological role of 
glucosone as a metabolic product of certain moulds, and as an 
intermediate in sugar interconversions, has been reviewed 
recently. 

Both sugars are, however, being used increasingly in 
metabolic studies, and the limitation of manometric and 
colorimetric glucose assay using glucose oxidase should be 
kept in mind. 

on 2 yo meee oy, of Biochemistry, 


vator’s College, St. Andrews. STEPHEN BAYNE. 


SURGERY OR RADIUM FOR CANCER ? 

S1r,—We write to refute the suggestion made by Dr. 
Lederman and his colleagues (Jan. 18) that we in Birming- 
ham wish to revive the old conflict between radiotherapy 
and surgery. In the United Birmingham Hospitals patients 
with carcinoma of the cervix are seen at clinics at which 
both radiotherapy and gynecology are represented. Fur- 
thermore, many gynzcologists working in the area have 
actively participated in the formation of our treatment 
pattern. 

There may be little to choose between the results of radio- 
therapy alone, surgery alone, or the judicious combination of 
both methods when comparable series of clinically and tech- 
nically operable cases are reviewed. We agree that radiotherapy 
1. Adams, E. C., Burkhart, C. E., Free, A. H. Science, 1957, 125, 1082. 

2. Keilin, D., Hartree, E. F. Biochem. J. 1948, 42, 221; 1952, 50, 331. 
3. Sols, A., de la Fuente, G. Biochim. biophys. Acta, 1957, 24, 206. McComb, 
4 


R. B., ’Yushok, W.D., —_~- G. J. Fi Franklin Inst 1957, = 
dvanc. carbohyd. Chem. 1956, 11, 43 \ 





. Bayne, as Fewster, J. A. A 


is the treatment of choice in all stage-2 cases where the para- 
metrium iseobviously involved with growth, in addition to 
stage-3 and stage-4 cases. In many of the remaining stage-1 and 
stage-2 cases with gross obesity or other serious medical contra- 
indications, radiotherapy is clearly preferable. In the residual 
group (stage 1 and stage 2) the lower morbidity from irradiation 
treatment must be weighed against the possible advantages 
which operation affords of the dissection of pelvic nodes and 
concealment of the diagnosis.' * 
H. C. MCLAREN 


P. B. KUNKLER 
A. L. T. Easton 
United Birmingham Hospitals. J. A. H. WATERHOUSE. 
MANIPULATION FOR BACKACHE 

S1r,—Knowing how successful manipulation can be, 
I admire Mr. Bremner’s efforts (Jan. 4). Considering his 
cases were not chosen according to any definite diagnosis, 
his 10% success was good. Ifa careful history of the onset 
of pain had been taken and manipulation had been 
carried out on those patients who had a sudden onset, 
the 10% might easily have risen to 50%. 

I do not agree with his using an anzsthetic, as, without the 
cooperation of the patient and a re-examination after each 
manceuvre, it is difficult, if not impossible, to tell whether an 
improvement has been obtained. 

Mr. Thomas’s reason (Jan. 25) for manipulation shocks me. 
To manipulate the spine as a “ placebo”, I hope will be 
deprecated by all his orthopedic colleagues. 

Mr. Thomas mentions that he has never seen at operation 
a disc protrusion that could be reduced by manipulation. 
That, of course, is as it should be. Operation should be carried 
out only when the protrusion is irreducible by manipulation or 
traction, or if epidural local anzsthesia fails to bring relief. 

London, W.1. R. BARBOR. 

Sir,—Mr. Thomas (Jan. 25) has asked that very 
awkward question “‘ What precisely do you attempt when 
you manipulate?” I agree with him that the glib answer 
about breaking down adhesions is improbable in this 
instance. Personally I try to separate the joint surfaces 
to restore “ joint play ’’, and, if I am lucky, I break the 
vicious circle of pain—spasm—pain. Treatment by rest, 
support, or the injection of a local anesthetic may achieve 
the same result, but I have the “ clinical impression ” 
that manipulation is more effective. 

Is Mr. Thomas convinced that the relief of pain which 
can follow manipulation of a hip is due to the breaking 
of adhesions ? 


London, W.1. W. HARGRAVE-WILSON. 


S1r,—It has been said that there is no useful research 
without hypothesis. Equally, no progress can be made 
unless one is prepared to revise the theoretical basis if the 
hypothesis does not fit the observed facts. Nowhere does 
this seem more applicable at present than the prolapsed 
disc. 

The facts of the case appear to me that the disease commonly 
called prolapsed disc begins suddenly when the erector spine 
muscles are in tension and the spine is curved both forwards 
and laterally—for example, when the patient, with a bent back 
and straight legs, moves some heavy object (such as a shovelful 
of coal or a trunk) and passes it to one side. 

Another significant fact is that scores of unrecognised 
manipulators are making a laughing-stock of those orthopedic 
surgeons who believe in six weeks’ rest or plaster jackets as a 
first so en for conditions which lay manipulators, in spite of 
Mal Fe soe, a. be amout Emp. 1941, 48, 421. 
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little medical knowledge and no radiographic control, can cure 
in a matter of minutes—using “ cure” in the sense that the 
patient’s complaint of pain and disability is removed com- 
pletely. 

In the simple manipulation which appears to be used by 
some of these operators, and which I was shown by an 
orthopedic surgeon two years ago, one rotates the spine by 
gently persuading the bended knee down to the floor or bed 
on the opposite side, while the patient is lying relaxed, face 
upwards. In many cases this produces an audible crack, 
similar in quality to the noise emitted by a forty-plus doing a 
knees-bend, suggesting tense tendon or muscle slipping over 
a bony prominence. I do not see how this noise can be pro- 
duced by a protrusion and restoration of the intervertebral 
disc. This noise is accompanied by a sudden relaxation of 
tension in whatever muscle is being stretched (presumably the 
erector spine group), which can be felt quite distinctly with 
the guiding hand. This is followed immediately by improved 
mobility and decrease in pain in most cases. 

Putting these two facts together, I would therefore 
suggest that the primary condition in a so-called “ slipped 
disc ” is a displacement of a muscle bundle or tendon in 
the erector spine, which, because of its displacement and 
discomfort, goes into spasm. This spasm may result in 
the nearby vertebre being pulled tightly together and 
thus mechanically producing disc protrusion. I suggest 
that if this disc protrusion involves irreversible trauma to 
its retaining ligaments, then the protrusion can become 
permanent and can indeed be the chief source of further 
muscle spasm and disability—irreducible by manipula- 
tion and requiring spinal support or operation or both. 

By means of this simple manipulation (to be done 
afterwards as exercise by the patient along with the more 
usual hyperextension exercises), I find that my rate for 
referral to hospital of these unfortunate patients is 
reduced to about a tenth. 

Perhaps I may quote a typical case illustrating these points. 

A commercial traveller, aged 51, was driving one day to Glasgow 
and missed his footing when getting out of the car. He felt the usual 
knife-like stab in the back and found getting about extremely painful 
and difficult. At one of our larger teaching hospitals he was very 
thoroughly examined and investigated, but no very concrete effort at 
therapy was made, and, after spending all day in various depart- 
ments of the hospital, he decided to come home. After an agonising 
night, he came to my surgery, where, by this simple manipulation, he 
was greatly relieved; his only comment was “ Why didn’t somebody 
do that in Glasgow ?”’ He has had only minor trouble since, from 
slight recurrences, which he has been able to control and manage 
himself along the lines indicated. 

I strongly support, therefore, those who urge early 
manipulation for “‘ slipped disc ’’, and hope that those in 
a position to do so will be able soon to put this on a sound 
theoretical basis. 


Workington, Cumberland. R. N. R. GRANT. 


TREATMENT OF MYX@DEMA 

S1r,—We were much interested in the article by Dr. 
Gibson (Jan. 18) on the control of the treatment of myxce- 
dema by electrocardiography. His statement that only 
patients “with a significantly lowered basal metabolic 
rate (B.M.R.) are included ” is however a little puzzling, 
since three of his patients, nos. 3, 6, and 7, had B.M.R.s of 
—6%, —3%, and —11% respectively. 

Dr. Gibson does not tell us the standards or method 
used for determining the B.M.R., and we should be much 
interested to have this information. Robertson and Reid 1 
have shown that when the standards of Aub and DuBois ? 
are used, the range of normal variation in Britain is Oe to 


Robertson, J. D., Reid, D. D. "Lancet, 1952, i, 940. 
2 Aub, J. C., DuBois, E. F. Arch. intern. Med, 1917, 19, 823. 


—20%, and Robertson (personal communication) accepts 
as normal a variation of +15% to —15% for the British 
standards of Robertson and Reid. 3 

Dr. Gibson gives detailed information about two of these 
patients (nos. 3 and 6). Both of these had undergone thyroidec- 
tomy. In case 6, the B.M.R. was found to be —3% seventy 
days after a complete thyroidectomy. Means * says that complete 
athyreosis develops in about eighty days after acute withdrawal 
of thyroid hormone. It is therefore rather surprising that this 
patient’s B.M.R. was as high as the value given by Dr. Gibson. 

Case 3 had a subtotal thyroidectomy. The clinical findings, 
apart from tiredness, do not suggest hypothyroidism; the B.M.R. 
was —6%, and the serum-cholesterol 235 mg. per 100 ml. The 
only clear support for the diagnosis in this case appears to be 
the electrocardiographic changes, presumed to be due to thyroid 
therapy. These changes are of limited diagnostic use; Means * 
found that 7 out of 24 athyreotic patients retained their T-wave 
abnormality after specific treatment. 

I. J. L. GOLDBERG 


Department of Chemical ——. M. J. SEAMAN. 


West London Hospital, London, 


SYRINGES: CLEAN OR STERILE ? 

Sir,—Dr. Morton (Jan. 18) draws ,attention to the 
danger of a mass-inoculation technique in which one 
syringe is employed to inoculate many different people 
using a separate sterile needle for each patient. It would 
be interesting to know whether the Medical Research 
Council is considering re-writing its official memoran- 
dum ° which advocated this type of technique when mass 
inoculations have to be made, because most doctors who 
are giving subcutaneous and intramuscular inoculations 
ensure that the needle is not in a vein by pulling back the 
piston of the syringe after the needle has been inserted 
into the tissues. It is curious that although nearly 
everyone is taught to do this it is not mentioned by the 
M.R.C. and very few textbooks describe the technique. 

I have now read the leaflets issued with the polio- 
myelitis vaccine made by the Connaught Laboratories of 
Canada and Glaxo Laboratories and Messrs. Burroughs, 
Wellcome of England. The first two makers state that 
the vaccine should be given by intramuscular injections 
and the last intramuscularly or subcutaneously. The 
Connaught Laboratories write: “to avoid possible 
intravenous injection, pull back the plunger to make 
certain that no blood is withdrawn and then slowly inject 
the desired dose”. This habit of preventing an intra- 
venous injection, which I think any good doctor develops, 
and the use of the intramuscular route which Salaman 
et al.* showed was liable to transmit virus hepatitis, 
indicate how unsafe a mass-inoculation technique, like 
those advocated by the M.R.C., could be. The method of 
oil sterilisation’? * would be very much safer as sterile 
syringes and needles are easily provided for every patient. 
Very many children and some adults are now to receive 
poliomyelitis-vaccine inoculations, and I hope that a 
sterile syringe as well as a sterile needle will be provided 
for each patient. 


K. B. RoGeErs, 


Children’s Hospital, ; - 
Birmi 16. Clinical Pathologist. 


S1r,—I am grateful to your correspondents for drawing 
my attention to the mistake in my letter of Jan. 18. I 





3. Means, HL The bly and its Diseases. Philadelphia, 1937; p. 202. 
4. Means, _H. ibid. 
5. Medical Research ‘Counc war memorandum no. 15. The SSS ~~ 


— and care of syringes, p. 14. H.M. Stationery Office. 
1954. 
6. Salaman, M. H., King, A. J., Williams, D. 1., Nicol, C. S. Lancet, 1944, 


ii, 7. 
7 Regie, K. } a ibid. 1946, ii, 8 
8. Flemming, A., Ogilvie, A. C. Bri. med. F. 1951, , 543. 
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should have said that the syringes I described are sterilised 
in a hot-air oven. 

A local colleague, who uses similar syringe equipment, 
bought a second-hand electric oven, with a thermostat 
which maintains the temperature at 160°C, for about £12. 
This makes the cost of this technique of sterilisation 
comparable to the less efficient methods using water 
sterilisers. 

London, S.E.26. R. N. JACKSON. 

SPUTUM IN CHRONIC BRONCHITIS 

S1r,—I was most interested to read the papers on this 
subject by Dr. Brumfitt and his colleagues (Dec. 28 and 
Jan. 18), and it is gratifying to learn that conclusions 
based on sputum cultures are in general confirmed by 
their more elegant bronchoscopic swabbing technique. 
I think, however, that two points require comment. 

The first concerns the site of infection in “ bronchitis ”. In 
spite of the name, most of the inflammation, and presumably 
therefore the infection, is situated in the bronchioli and 
smallest bronchi, into which no swab can possibly penetrate.' 
Bronchial swabbing, in the absence of infection of the larger 
bronchi, will only detect organisms deposited at the site by the 
passage over it of infected bronchiolar secretions, and conse- 
quently the recovery-rate of pathogens by this technique may 


well be /ower than the actual incidence of these organisms in 


the bronchioles. 

Secondly, and more important from the practical standpoint, 
I feel that some qualification is required for Dr. Brumfitt and 
Dr. Willoughby’s statement that “. . . the presence of pus was 
a poor guide to the presence of infective lesions of the bronchi”. 
Presumably “ infective lesions of the bronchi” in this context 
is synonymous with the presence of pathogens in the sputum. 
This, however, is extremely variable from specimen to 
specimen in the individual patient, even when pus is present, 
and a true conclusion as to the pathogenic flora of any patient’s 
sputum can only be drawn from examination of many 
specimens.?. Dr. Brumfitt and his colleagues apparently 
obtained their results from the study of single specimens, and 
in these circumstances I would agree that the presence of pus 
does not necessarily indicate the presence of a pathogen. The 
correlation is much closer, however, if multiple specimens are 
examined, and our experience has been that in these circum- 
stances the purulence of the sputum provides an excellent 
index of the presence of pathogens. 


Institute of Diseases of the Chest, 
Brompton, London, S.W.3. 


J. RoBERT May. 
SUBURBAN NEUROSIS UP TO DATE 

S1r,—In your leading article of Jan. 18 you cite the 
results of a recent survey illustrating the much higher 
incidence of psychoneurotic illness among the rehoused 
population of a newly developed “ out-county ” housing 
estate to the north of London, compared with the 
“expected estate figure on a national basis” obtained 
by the Social Survey of Sickness. 

In discussing this higher incidence you point out that 
rehousing on such estates is partly determined by medical 
certification, but it can account for only a small part of the 
excessive neurotic illness encountered. From this it is 
deduced that the determining factor is the absence of 
social amenities and the degree of social isolation 
engendered thereby. It is true that many housing estates 
in this country, private as well as municipal, are without 
adequate social amenities, and many rehoused families 
on municipal estates must indeed find it difficult to 
accommodate themselves to the new and unfamiliar 


surroundings, so different from the more sociable 
atmosphere of their former environment. In the process 
of adaptation, casualties undoubtedly occur. 

It should be remembered, however, that a rehoused 
population on a municipal housing estate is a highly 
selected population. The criteria of selection may vary 
in detail with different authorities; but, in general, 
priority is given to families who are either without 
accommodation of their own or are living under socially 
or hygienically undesirable conditions. It is among this 
section of the community, which is least successful in 
obtaining decent housing conditions by its own efforts, 
that one would expect a higher incidence of and tendency 
to psychoneurosis than among the community at large. 
I consider that this selective factor is important— 
no less perhaps than that of the paucity of social 
facilities on the estates to which these people have been 
moved. 

It would be interesting to compare the incidence of 
psychoneurosis among the population of municipal 
estates on the one hand and of comparable private- 
enterprise estates on the other. There might well be a 
significant difference. 


Health Department, 
Colchester, Essex. 


R. E. BARRETT. 
DEATH FROM POSTMATURITY OR INDUCTION 
OF LABOUR? 

Sir,—Mr. Gibberd (Jan. 11) accepts the dangers of 
postmaturity but wishes to convince us that the dangers of 
induction of labour are of the same order. I should like to 
comment respectfully on two points in his article which 
I find unconvincing. 

If I understand his figures correctly, 1219 out of 8503 women 
(14-3%) at Queen Charlotte’s Hospital reached forty-two weeks’ 
gestation undelivered. He therefore suggests that if forty-two 
weeks is taken as a reasonable “ deadline ’’, it would be neces- 
sary to induce labour in this number (1219) in order to avoid the 
hazards of postmaturity. But he must surely agree that the 
label “‘ forty-two weeks ” in the hospital records often fails to 
stand scrutiny. Jn a similar group of women reckoned overdue 
by the usual calculations, McKeown and Gibson ' had to reject 
172 out of 247 because of uncertainty concerning dates, bleeding 
in the early months, and a long or irregular cycle. Further, it is 
generally believed that the multigravida is notably less liable to 
foetal loss from postmaturity, though she is equally liable to be 
overdue. Thus I think that many a clinician might induce labour 
in only a quarter of the total number suggested by Mr. Gibberd, 
but out of that quarter he might hope to salvage (say) three- 
quarters of the possible loss from postmaturity. 

My second point of disagreement concerns that small hard 
core of primigravide who have been correctly assessed as post- 
mature but, when induction has been tried, refuse stubbornly 
to budge. Whether it be failure to start or an inert or disordered 
action after starting, I believe forty-eight hours to be the maxi- 
mum safe period to allow following surgical induction in con- 
firmed postmaturity. I found this to be true in a previous series * 
and the 4 cases of stillbirth quoted in Mr. Gibberd’s article 
seem to emphasise this. 

No-one would dispute his point that the perfectly safe 
method of induction has not yet been described. One 
could wish, too, to have some cast-iron test (e.g., by para- 
centesis) to confirm one’s clinical impression of post- 
maturity. But even without these things, I think that better 
results can be obtained than those which follow a policy of 
strict non-interference, provided the clinician adopts a 
policy of selection and not routine induction, and provided 





1. Reid, L. M. Lancet, 1954, i, 275. 
2. May, J. R. ibid. 1954, ii, 839. 


1. McKeown, T., Gibson, J. R. Brit. med. J. 1952, i, 938. 
2. Parker, R. B. ¥. Obstet. Gynac., Brit. Emp. 1957, 64, 94. 
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he is prepared to undertake a number of cesarean sections in 
the foetal interest in a group with a high foetal risk. 
Brimingham. R. B. PARKER. 

Str,—In discussing the management of established 
postmaturity Mr. Gibberd has made a critical analysis 
of surgical induction of labour as a method of dealing:with 
this undoubted problem. 

In table 11 of his article 4 stillbirths are recorded in 68 sur- 
gical inductions for postmaturity at Queen Charlotte’s Hospital. 
From these figures he concludes that induction is too dangerous 
to use in an attempt to reduce stillbirths due to postmaturity. 
That this hazard need not be so great is, I think, shown by 
the accompanying table which I have compiled for surgical 
inductions of labour carried out at this hospital during the 
3-year period 1955-57 when there were 1882 deliveries of viable 
infants. The indication in each case was postmaturity alone. 
INDUCTION OF LABOUR BY ARTIFICIAL RUPTURE OF THE MEMBRANES 

FOR POSTMATURITY WITHOUT OTHER ABNORMALITY 





rer 











| | | 
Completed weeks of pregnancy 41 42, 43 | ox mane | 
No. of inductions... +] @. ts t..os ee 
No. of caesarean sections after | | 
failure of induction oe Je oe ae aie 6 
No. of stillbirths seo a eo he ee | ti) 





There were no stillbirths in these 47 inductions, but 
cesarean section was resorted to more frequently than in 
Mr. Gibberd’s series. This is presumably justifiable in view 
of his comments on the 4 stillbirths in his series. 

During the same period 1955-57 there were 5 stillbirths in 
this hospital attributed to postmaturity alone in patients who 
were not induced (feetal loss 0:26%). These occurred despite 
the general policy to induce labour soon after 42 weeks 
where postmaturity seemed established. It appeats that 
induction with early resort to cesarean section if the induction 
is unsuccessful can be safely used to save more babies but is 
not the complete answer to the problem. 

I wish to thank Mr. Leslie Williams for permission to include in 
this letter the figures used above. 

St. Mary’s Hospital, 

ion, W.2. 


UNUSUAL URINE PROTEIN IN MYELOMATOSIS 

S1r,—We were interested in Mr. Cummings’ letter of 
Sept. 21. 

Fifteen cases of myelomatosis were studied by paper elec- 
trophoresis of serum at the 2nd Clinic of Internal Medicine 
of Athens University (under the direction of Prof. A. Gouttas). 
In two cases, two pathological fractions were found instead of 
one. 

In the first case no pathological fractions were found in 
urine. In the second case the only pathological fraction in 


P. S. WATSON. 


urine corresponded to the slower and smaller pathological 
fraction of the serum. 


Y M, M, a, A 





Fig. 1—First case. Electrophoretic patterns of serum (I) and 
urine (ID). Buffer: veronal, pH 86. Paper: Whatman no. 1. 
Stain : Bromophenol blue. 


- 
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Fig. 2—Second case. Electrophoretic patterns of serum (I) and 
urine (II). 


The existence in the serum of two pathological fractions, in 
some cases, may perhaps explain the presence in the urine of 
two pathological fractions. It is strange that, in our two cases, 
electrophoresis of urine did not show the existence of the two 
pathological fractions. 

The pathological serum fraction in Mr. Cummings’ 
case may possibly have consisted of two fractions in close 
contact, which could be separated by the urine electro- 
phoresis. Perhaps electrophoresis of a highly diluted 
specimen of serum could demonstrate the existence of two 


fractions. Hipp. TSEVRENIS 
ae ea Byron G. SAMIOs. 


WHERE DOES MEDICINE FIT IN ? 

S1r,—Dr. Manning ' says that “ the ever-increasing in- 
security and instability of our world brings us, as doctors, 
face to face with people cracking and creaking under the 
strain”’. 

As “the true answer” to this situation he suggests 

“It is only by putting man in his right place—by viewing him in 
perspective—that we shall realise just how small and insignificant his 
troubles are. . .. We have somehow to learn that we are not the centre 
of the Universe, that we are not different from other forms of life, and 
that we have not even full conscious control of our minds.... We 
have existed for only a very short time in a very small part of the 
Universe. Though we happen to be the leading current form of life on 
our planet we are neither the biggest nor the most long-lived, and 
there is nothing except our pride to suggest that we are the ultimate in 
Evolution ”’. 

So this is what we are to tell those of our generation who are 
cracking under the strain of the insecurity and instability of 
Life. “ Fear not. You are of no importance. We live on a mere 
speck of the Universe. We have been here a very short time 
compared with the ameebx. The elephants are far bigger than 
we are and live longer. Please do not take yourself too seriously ”’. 

Is this sort of thing going to ease the pain of people racked by 
fears ? Is it even rational? Is the significance of human life to 
be measured by the space and time in which it has been lived ? 
If human life is the highest point in evolution, how can it have 
any but the shortest history ? 

To say that human life does not differ from any other form of 
life is a mere gratuitous pronouncement. If we take into con- 
sideration the extent to which humans have outstripped other 
species, we are compelled (apart from religious faith) at least to 
reserve judgment on a question such as this. If the Earth is but a 
tiny part of the Universe, is there any evidence whatever of life 
like ours in any other part of the Universe ? If there is life like 
ours elsewhere, how does this make ours any less significant ? 
Even if this sort of thinking were unassailable, how can it be 
considered helpful to a fear-ridden generation ? 

I quote the well-known statement of Jung: 

“ Among all my patients in the end half of life, that is to say over 35, 
there has not been one whose problem in the last resort was not one of 
finding a religious outlook on life. It is safe to say that every one of 


1. Lancet, 1957, ii, 1274. 
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them fell because he had lost that which the living religions of every 
age have given to their followers.” 

Would people haunted by fear and insecurity in the present 
age not be likely to benefit more from the Christian faith than 
from the “‘ cosmology ”’ suggested by Dr. Manning? Surely, 
the claims of Christian teaching should be eagerly appraised. 
But Dr. Manning does not give a moment’s consideration to 
religious faith. He says that our generation has thrown it over- 
board and prescribes for the world’s ills as if religion did not 
exist. 

If Dr. Manning and those who think like him have aban- 
doned the Christian view of life, I hope that before doing so 
they gave to its credentials the consideration they demand. 
However, if after doing so they fail to accept the Christian faith, 
they should remember that there are very many who are deeply 
convinced that it represents the truth. 


Co. Mayo. G. E. HEwson. 
EARLY ADMISSION TO HOSPITAL OF MENTALLY 
DEFECTIVE BABIES 

Str,—Miss Adams’ views! about the care of the 
mongol child are of interest; but we must remember that 
the life-span of a mongol can extend up to 72 years. 

Formerly, I thought that the mongol child’s best interests 
in early childhood were secured by keeping him at home. It 
is hard to realise that the infant mongol, with his healthy 
appearance and almost normal early development, will so 
deteriorate physically and mentally that at the age of 10 and 
afterwards he will have a mental age of 3-4. The decision 
must be made on the exclusive fact that the infant mongol 
can never become an independent person, mentally or 
economically. The female mongol is better adapted to home 
care than the male, and exceptions may be made to the 
general rule of institutional care in her case. As“long as the 
home is intact all is well, but inevitably the parents die. At 
this late date in life custodial care in some form must be 
provided, involving a difficult adjustment period to a mode of 
life which she is not adapted to but which must be endured 
henceforth. Her greatest task is coping with her memories, 
which in the mongol are maintained at a high level. 

The initial decision about the care of the mongol should not 
be influenced by emotional factors, theories, or personal pre- 
judices. The mongol infant should not be used to satisfy a 
temporary intense maternal instinct provoked by the birth of 
a child. My opinion is that the normal-minded mother can 
use her reason if she unfortunately gives birth to a mongol 
child. She should not permit the development of a selfish 
frustration. Her husband should not be censured because he 
arranges for his mentally deficient baby to be admitted to an 
institution which can give him, as he develops, a happiness, a 
state of wellbeing, and a life with opportunities and an 
environment which no amount of wealth can give. 

One of the major advantages which the mongol has in an 
institution is that he is living in an environment of equality of 
abilities ; he has physical freedom and competitive opportunities 
in sports where handicaps are equalised, and is not frustrated 
by exhibitions of physical dexterity and mental normality. 
Individual and small-team competitive spirit is at a high level 
of enthusiasm. In a good institution he will not lose his family 
membership, because a competent social-service worker 
maintains and promotes family membership: This type of 
function by a social-service system is in direct contrast to the 
role which Miss Adams plays in the care of the mongol. I do 
not feel she is contributing anything constructive by increasing 
the frustration of the mother when she criticises the obstetrician 
and pediatrician and condemns the husband for acting on the 
wisdom and long-term outlook of his competent advisers. 

For over fifteen years I have treated in an endocrine 
clinic young mongol children from a hospital for the 
mentally retarded—but not on the premise that a hor- 
monal deficiency is a primary etiological factor. Thyroid 





1. Lancet, 1957, ii, 950. 


is administered in the presence of clinical hypothyroidism ; 
I find the mongol child more prone than the normal to 
the hypothyroid state. 

I gave stilbcestrol to the males with sexual disturbances, 
and in a few patients who were strong-willed and would 
flee from protective observation, I insisted on protective 
institutional care. 

Later I began early stilboestrol therapy to inhibit gonad 
development. This prevented trouble when the patient found 
that the heavy dose of stilbcestrol required to suppress erections 
also produced breast development and deep pigmentation of 
the areola. 

When I assumed my duties as consulting endocrinologist at 
the hospital for the mentally retarded in late 1955, I had my 
first opportunity of observing and studying 50 mongols whose 
ages ranged from infancy to 72 years, and some 25 patients 
who were receiving endocrine therapy at home. I had little 
doubt that the survey of 75 mongols showed that the endocrine- 
treated mongol from the institution was the happiest and best- 
established individual, because socially, mentally, physically, 
and occupationally he was the most advanced and accomplished ; 
this applied to both sexes. 

femataett CHARLES W. DUNN. 

CONGENITAL GALACTOSAMIA AND MENTAL 

HEALTH 


S1r,—Current: textbooks of medicine and pediatrics 
discuss congenital galactosemia only briefly.1* The 
incidence of congenital galactosemia has not been estab- 
lished for lack of simple screening methods, but there is 
reason to suspect that the disease is not as rare as hitherto 
assumed, Awareness of the disease is essential for early 
diagnosis and treatment so that serious consequences may 
be prevented. Two illustrative cases are here reported. 

A white boy, aged 13 weeks, was admitted to the Children’s 
Hospital of Los Angeles with a diagnosis of galactosemia made 
in another hospital by history and by the presence of reducing 
substance and albumin in the urine. At the age of 14 days the 
formula had been changed to one containing no milk. Subse- 
quently, the infant ate well and gained steadily. The original 

was confirmed by a galactose-tolerance test and by 
assay of red blodd-cells for PGal uridyl transferase,’ by newly 
developed specific methods.*~* 

An older brother had been in an institution for feeble- 
minded children for several years. His 1.Q. at 12 years of age 
was estimated at 11, and he could neither talk nor understand 
words addressed to him. Galactosemia had never been sus- 
pected, though he had been examined at several clinics. His 
feeble-mindedness had been ascribed to erythroblastosis. It 
was known that he had bilateral cataracts. Blood was made 
available for study through the cooperation of the staff of the 
institution (Dixon State School, Dixon, IIl.), and we are especi- 
ally grateful to Dr. Abraham Gelperin. It revealed a striking 
defect of PGal uridyl transferase. The galactose-tolerance 
curve was also abnormal. 

It seems highly probable that similar cases of unsus- 
pected galactosemia are present in mental institutions. 
Dr. Robert Cooke, of Johns Hopkins University, has 
found three cases of galactosemia in training-camps for 
retarded children (personal communication). 

To clarify the incidence of the disease and to detect unknown 
cases for possible therapeutic benefit to them and certainly to 
their newborn siblings, large-scale screening seems advisable 
in institutions for mentally == children. The clinical 
1. Cecil, R. 1» Loeb, R. F. Textbook of Philadeiphia, 1955. 





2. L. E. *McIntosh, R. Pediatrics. New Y: 1 
3. Kal di, Mg Anderson, E. E. P., New, York, 1953 "Biochim. biophys. 
cta, 1 
4. Anderson, P., Kalckar, H. M., Kurahashi, K., Isselbacher, K. J. 
5. Mawel elem Stas. 1957, 08 M Byn E. ibid. 
> “9 jum, p.4 
6. Schwarz, V., Holyel, A., Komrower, G. M. Lancet, fom “4, 1958, p. 24. 
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indications for further screenimg might be based on the 
following: 

(1) A family history of galactosemia. 

(2) A history of unexplained neonatal jaundice. 

(3) Lenticular cataracts. 

(4) Enlarged liver. 

(5) Reducing substance in the urine which gives negative test on 

glucose test paper.* 

Confirmatory laboratory tests, such as the PGal uridyl 
transferase assay, could be used in suspicious cases. Classical 
methods for identification of urinary reducing substances by 
chemical or chromatographic methods, and the galactose- 
tolerance test, might also be used. 

The method of enzyme assay may supplement or replace the 
galactose-tolerance test for several reasons. Active indicator 
enzymes and coenzymes for testing have just recently become 
commercially available.t The enzyme assay is specific for 
inherited galactosezmia.* Moreover, galactose-tolerance testing 
may be contraindicated with neonatal jaundice, or with dehy- 
dration or hypoglycemia. Further, the task of investigating 
large numbers of cases by galactose-tolerance tests is. formid- 
able. On the other hand, multiple enzyme assays may be done 
relatively rapidly by experienced technicians. Four samples, 
including the internal standards, can readily be analysed in 
2 hours. The volume of blood required is small. Blood from 
the umbilical cord can be used. When necessary, arrange- 
ments should be made for collaboration with a laboratory 
doing the PGal uridyl transferase assay. Red blood-cells can 
be obtained from centrifuged heparinised blood and stored 
frozen until ready for shipment.‘ 

If the transferase system is absent, complete investigation of 
the patient and his family is essential. This should include 
slitamp examination for cataracts, galactose-tolerance test, 
and PGal uridyl transferase assay of blood samples from other 
members of the family. rn 

It is not suggested that established brain damage can 
be improved. This is a problem of the future. Studies 
are at present under way of the effects of blocked galactose 
metabolism on the cells of microorganisms.’ Studies on 
cell and tissue cultures may shed further light on these 
problems. 


Childrens Hospital 
Society of Los Angeles. 


National Institute of Arthritis and 

Metabolic Diseases, U.S. Depart- 

ment of Health, Education, and 
Welfare, Bethesda, Maryland. 


WILLIAM R. BERGREN 
GEORGE DONNELL. 


HERMAN M. KALCKAR. 


THE FALLACY OF THE FRACTURED CLAVICLE 

S1r,—Mr. Hicks (Jan. 18) attempts to disprove what 
he considers to be a fallacy—namely, that the clavicle 
unites quickly and that this is promoted by incomplete 
immobilisation—by using another fallacy to do so. It 
has long been recognised that clinical union of fractures 
often precedes radiographic union by a considerable period. 
To use radiographic union as a standard is in itself a 
fallacy. 


Canterbury. F. G. St.CLair STRANGE. 


ROYAL HOSPITAL FOR SICK CHILDREN, 
EDINBURGH 
Dr. DouGLas GUTHRIE, 21, Clarendon Crescent, 
Edinburgh, 4, writes : 
“ T have been requested to collect material for a short history 
of the Royal Hospital for Sick Children, Edinburgh, to mark 
the centenary of the hospital which will be celebrated in 1960. 





* Obtainable from the Ames Chemical Company, Elkhart, Indiana, 
and Eli Lilly Company, Indianapolis, Indiana. 

+ Obtainable from Sigma Chemical Company, St. Louis, Missouri. 
7. Kurahashi, K., Wahba, A. Unpublished studies. 


If any of your readers have letters, documents, or photographs 
relating particularly to the earlier years of the hospital 
which they would allow me to utilise, I should be most 
grateful.” 





Parliament 





Multiple Packs 


IN an adjournment debate on Jan. 23 Dr. J. Dickson MABOoNn 
reminded the House that when the new National Health Ser- 
vice charge of 1s. for each item on an £.c.10 form was discussed, 
the Health Ministers had agreed to consider introducing 
multiple packs for some chronic patients, including diabetic, 
tuberculous, colostomy, and cardiac cases. The new charge 
had been in force since Dec. 1, 1956, and so far only one new 
pack, for the treatment of boils and carbuncles, had been 
introduced. If the Government was finding it difficult to get 
professional agreement on the contents of possible new packs, 
and Dr. Mabon himself did not think that they were a good 
idea, should not other ways of helping the chronic sick be con- 
sidered ? Would it, for instance, be possible to allow a doctor 
to prepare his own multiple packs from an approved list of 
variants ? Or could a doctor issue numbered registration cards 
to his chronic patients, so that prescriptions bearing these 
numbers could be freed of charges ? 


Mr. J. Nixon BROWNE, the joint under-secretary of State for 
Scotland, said that when the new charges were introduced ten 
multiple packs were already on the market. Examples of these 
were the syringe and spare needles for diabetics, the vaporiser 
set for bronchitic patients, and the multiple pack dressings for 
minor wounds. Since then the Health Departments had been 
trying to devise further packs for chronic patients, and in this 
they had had the help of the British Medical Association. But 
the only new pack that they had been able to devise that seemed 
likely to benefit enough patients to make its production useful 
was a larger pack of dressings for general use. This proposal 
was at present before the manufacturers, who were considering 
the production arrangements. It was hoped that it would be 
in chemists’ shops in 8-12 weeks’ time. 

Everyone was disappointed that it had not proved possible to 
devise new packs. The main difficulty was the varied needs of 
different patients. Before a pack could usefully be manufac- 
tured and marketed, it must be established that the standard 
contents would be suitable for a reasonably large number of 
patients, otherwise it would be impossible for the manufac- 
turers to support its production. Mr. Nixon Browne also 
thought that the patient would prefer to have the items he 
needed precisely prescribed for him separately, rather than be 
given a standard pack which did not really meet his particular 
needs. 

Health of Office-workers 


On Jan. 24 Mr. Victor YATES introduced as a private 
member’s measure the Offices Regulation Bill, which followed 
many of the recommendations of the Gowers report. Besides 
empowering the Home Secretary to lay down minimum 
standards in every office for “structure, arrangement and 
operation ”’ for the protection of the health, safety, and welfare 
of employees, the Bill also made special provisions for the 
fencing of dangerous machinery, the prevention of injury from 
electrical equipment, protection against the lifting of excessive 
weights, and the prohibition of the employment of women 

Mr. Davin RENTON, joint under-secretary of State for the 
Home Department, said that the Government supported the 
objects of the Bill. But a measure to organise conditions in all 
offices was bound to be a major administrative and legislative 
exercise which could only follow consultation between Govern- 
ment departments, local and other public authorities, and 
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representatives of trades unions and employers’ organisations. 
Decisions would have to be taken at the highest level on 
methods of enforcement, administration, and cost. It was 
therefore doubtful whether a private member’s Bill would 
ever be suitable for this purpose. He agreed that private 
members’ Bills had sometimes been successfully taken over 
by the Government, but such a procedure would not be suit- 
able for this Bill because the necessary preliminary consulta- 
tidns had not taken place and because it left too many important 
questions unresolved. But he wished to leave the House in 
no doubt that the Government accepted the need for the 
Bill and the principles which it covered. A heavy programme 
had been announced for this session and it would be unwise to 
rush into legislation of this kind without adequate preparation 
and consultations. 


QUESTION TIME 
Whitley Claim 


Mr. R. J. MELLISH asked the Prime Minister if he would 
make a statement on his meeting with staff side Whitley 
Council (Hospital Staffs) held on Dec. 23. 

Mr. R. A. BuTLer: I have been asked to reply. Having 
heard the considerations put forward by the deputation 
from the staff side of the General Council of the Whitley 
Councils for the Health Services (Great Britain), on which 
the National and Local Government Officers Association was 
represented, the Prime Minister explained that the decision 
announced by the Health Ministers in relation to the pay of 
the administrative and clerical staff had been taken in the 
light of the need to maintain the position and purchasing 
power of the pound, and that the 3% increase could not be 
granted at the present time. He agreed that the Whitley 
machinery in the health services needed to be reviewed and 
said that in this context the points made by the deputation 
would be borne closely in mind. 

Mr. ANEURIN BEVAN: When the National Health Service 
was established and the Whitley machinery itself formed part 
of it, it was obvious that final responsibility must rest with 
the House of Commons because these were very large sums 
of money. Is it not a fact that it was then hoped that the 
Whitley machinery would stand as a shield between the House 
of Commons and the workers involved? Would it not be 
wholly undesirable that large bodies of workers should be 
brought into conflict with the House of Commons and that 
wage-rates should be discussed on the floor of the House? If 
the Government persist in their attitude, would it not be 
necessary for us to have debates on wage-rates and to compare 
conditions with other conditions enjoyed by other members of 
the community; in which case, could it not easily happen that 
large bodies of workers in the country would come into conflict 
with the House of Commons and strike against the House of 
Commons ? 

Mr. BUTLER: One has to strike a balance between the 
sovereign power of the House of Commons and Parliament, 
the desire of hon. Members to discuss matters of vital impor- 
tance here, and the importance of preserving what the right 
hon. Gentleman described as the shield of the Whitley 
machinery. As I understand it, since the beginning of the 
National Health Service it has always been accepted that 
Whitley agreements must be in the form of recommendations 
to Ministers. As Ministers are responsible to Parliament it is 
impossible to keep Parliament away from these problems. 
I would add that the Minister of Health has deliberately said 
that he has undertaken to look at the Whitley aspect of this 
problem. 

Mr. W. W. HAMILTON asked the Secretary of State for 
Scotland if he had any further statement to make on the pro- 
posed pay increase for clerical staff within the National Health 
Service. Mr. J. N. Browne replied: The staff side of the 
Administrative and Clerical Staffs Whitley Council lodged a 
claim on Jan. 3 for a 5%, increase to staffs on salaries up to 
£1200 per annum. The council has agreed to defer 
consideration of the claim until Feb. 12. 


Obituary 





JOHN HUMPHREY THORNTON CHALLIS 
M.R.C.S., F.F.A. R.C.S., D.A. 


Dr. John Challis, senior anzsthetist to the London 
Hospital, died on Jan. 21. 


Born in 1896, he was the son of the late Dr. H. T. Challis. 
He was educated at the City of London School and entered 
the London Hospital in 1913. As a lieutenant in the Royal 
Field Artillery (T.A.) he left the hospital at the outbreak of 
the first world war and served in France and in many parts 
of the Middle East. Later he went with the British Forces to 
Russia, and afterwards to Ireland where he remained until 
1922. Then, after 8 years of very varied and active service 
as a combatant, he re-entered The London and qualified in 
1925. He spent the next 2 years in general house-appointments, 
alternating with periods in his father’s general practice, 
before he began his career in anesthetics. In 1927 he became 
resident anesthetist at The London and in 1931 was elected 
assistant anzsthetist to the hospital. 

His ability and capacity for work quickly won him a high 
reputation in his specialty, and his services were greatly in 
demand. In the ’30s he visited America to study the new 
procedures, especially tracheal intubation, which he was 
introducing into this country. He was elected also to the 
staff of many other hospitals, including the Southend-on-Sea 
General, King George V Hospital at Ilford, the Royal 
National Throat, Nose and Ear Hospital, Plaistow Maternity, 
Thorpe Coombe Maternity, and the Jubilee Hospital at 
Woodford Green. 

In 1939, despite his many appointments, his age, and his 
long previous service, he transferred the commission he still 
retained in the Royal Artillery to the R.A.M.C., and following 
the outbreak of war went to France again. With the rank of 
major he was in command of a mobile neurosurgical unit. 
With this he retreated towards Dunkirk and with its many 
hundreds of wounded he was taken prisoner. 

The privations of the succeeding years undermined his 
health. and though repatriated in 1943 he never fully recovered. 
Debarred from most of the active pursuits, such as riding, 
which he had previously enjoyed, he never allowed disability 
to interfere with his work. He continued to contribute to 
medical literature and in 1947-48 was president of the anzs- 
thetics section of the Royal Society of Medicine. 


Ten years ago he became senior anesthetist to the 
London Hospital. Of his work there J. R. E. writes: 


Perhaps Challis’s greatest achievement lies in his building 
up his. department to meet the advances and increased 
demands of the last decade. This he did with the efficiency 
and quietness that were so characteristic. Always maintaining 
the highest standard of work, always cheerful, always kind and 
courteous, he was universally liked and respected. His influ- 
ence reached well beyond his own department, and his students 
rightly felt that from him they learned “ doctoring” as well 
as anesthetics. He was an extremely modest man and spoke 
very little of his remarkably wide experience, but in his daily 
work and life he set an example of integrity and selflessness 
which could not be hidden. Above all he set an example of 
courage. Not even to those who knew him most closely did 
he ever complain about the cruel legacy of the last war, the dis- 
ability of which inexorably increased. His triumph over this 
affliction was not the least of his many achievements, but it 
was one he shared with his wonderfully happy and united 
family, his wife Dr. Margaret Challis and their three 
daughters. 

His memory will last long in his hospital and will challenge 
and inspire many to aim at the high standard of service which 
he himself both set and bravely reached. 
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DOROTHY KIRBY PATERSON 
M.B. Lond., D.P.H. 


Dr. Dorothy Paterson, school medical officer and 
assistant medical officer for Southend-on-Sea, died at 
her home in Thorpe Bay on Jan. 9 at the age of 43. From 
the Ilford County Girls’ High School she won scholarships 
to the London School of Medicine for Women, and she 
qualified from the Royal Free Hospital in 1939. In 1948 
she took the D.P.H. and in the same year took up her 
appointment at Southend. 


J. S. L. writes: 

Dr. Paterson’s duties were mainly connected with schools 
and schoolchildren, but she was also medical officer to the 
council’s residential institutions for children and medical 
officer to the infant-welfare centre. Her association with the 
nursery and children’s homes was probably the most com- 
pletely satisfying of all her professional activities ; but her 
concern for the children went beyond their medical care, for 
she came to know some of them very well and interested her 
friends in the activities of the Homes. To a wide clinical 
experience and excellent judgment there was added an instinc- 
tive and sympathetic understanding of children, who quickly 
gave her their trust. As a colleague she was always helpful, 
self-effacing, and utterly reliable. In recent months her friends 
noted with pleasure some lessening of her shy reserve and an 
enhancement of her natural serenity. 


Sir THOMAS DUNHILL 


J. W. L. writes: 

No account of the career of the late Sir Thomas Dunhill 
would be complete without mention of the fact that it was he 
who in 1932 founded the New End Hospital thyroid unit 
which, from small beginnings, has through the years increased 
out of all knowledge, not only in the number of patients 
treated, the size of its premises, its equipment, and the scope 
of its activities, but also in its reputation, which is nowadays 
not confined to the British Isles. When in 1955 he watched 
the Duke of Edinburgh open a self-contained, readapted wing 
of the hospital, to be devoted entirely to the work of the 
thyroid clinic and department of endocrinology, he must, one 
thinks, have experienced a feeling of intense satisfaction in the 
knowledge that here, too, he had not laboured in vain. 





Appointments 





Boris, CHARLES, M.B. Dubl., F.R.c.s.1.: senior casualty officer, Cardiff 
Royal Infirmary. 

Burns, J. P. J., M.c., M.B. Belf., D.P.H.: deputy M.O.H., Islington. 

Fesry, G. N., M.B. Brist.: assistant M.O. (school health, maternal and child 
welfare), Bristol. 

Mauouan, J. H., M.B. Durh., D.P.H.: district M.o.H., Bridlington. 

Moran, J. G., L.R.C.P.1., D.CH., D.P.H.: assistant M.O. (school health, 
maternal and welfare), Bristol. 

RIORDAN, T. P., M.D. N. U.I., D.P.M.: consultant psychiatrist/medical super- 
intendent, in Coed H near S 

SmirH, Marcaret I. A., L.R.C.P-E., D.OBST. : 
welfare), Manchester. 


East Anglian Regional Hospital Board: 
Haus, J. M. S., M.8. Lond.: surgical registrar, Ipswich and East Suffolk 
Hospital. 





M.O. (maternity and child 


Hoop, JAMES, M.B. Edin.: medical registrar, Newmarket General Hospital. 








mem, 5. J Sal. B.M. Oxon.: surgical registrar, Ipswich and East Suffolk 
Simpson, J. C., M.B. Alberta: surgical registrar, Ipswich and East Suffolk 
Hospital. 
Births, Marriages, and Deaths 

DEATHS 

CHALLIS.—On Jan. 21 home, Green On aa Woodford 

Green, Dr. John Challis beloved husband 

BIRTHS 

Jacxson.—On Jan. 15, to Eileen Jackson, M.B., and John W. Jackson, M.CH., 

F.R.C.S. Sy me Marsham Way, Cross, Bucks.—a son, 


Adam John Greenwood 


Notes and News 





A NEW AFRICAN MEDICAL SCHOOL ? 

EIGHTEEN months ago a committee, with Mr. Leslie Farrer- 
Brown as chairman, was formed to advise the University 
College of Rhodesia and Nyasaland on whether it should 
set up a medical school. Last April the committee visited the 
three territories of the Federation, and now they have pre- 
sented their first report, which the college is considering. 

They think that “the Federation will fall behind other 
communities comparable in area, population and growth 
unless it includes a medical school in its plans’’, and they 
recommend that such a school should be established soon, 
because of the need for the local training of doctors and of the 
need and opportunity for research. They regard it as axiomatic 
that the school should provide “‘a course of a university 
standard leading to a qualification which is registrable by the 
General Medical Council”. Believing that a medical school 
should be integrated as closely as possible with the university 
of which it is part, they reject the claims of Bulawayo to be the 
most suitable place for the main teaching hospital, and pro- 
pose instead that it should be formed round the nucleus of the 
new African hospital 7 miles from Salisbury. Except when 
doing their medical or surgical clerking, the students should 
“live and study and play alongside the students of other 
faculties’. The estimated cost of creating a medical school 
of the type recommended, with an intake of 25 students a 
year, is £1 million, and the annual expenditure would be 
£250,000. 

Besides the chairman, the committee consists of Prof. W. 
Melville Arnott, Prof. T. H. Davey, Prof. P. B. Medawar, 
Prof. R. Milnes Walker, Prof. A. D. M. Greenfield, and Dr. 
Honor Smith. 


MAKERERE COLLEGE 

For the University College of East Africa an important 
event of the last academic year! was that the General Medical 
Council recognised its licentiateship in medicine and surgery— 
the only African qualification so far recognised by the Council 
except those ‘granted in the Union of South Africa. 

In the medical faculty much of the teaching is done by 
members of the Government Medical Service who are on, the 
staff of the Mulago Hospital and act as part-time lecturers 
and collaborators in research, and sit on the faculty board. 
Besides their teaching and heavy clinical work, the staff have 
found time for a great deal of research. Some idea of the 
hard conditions in which this sometimes has to be done is 
given in the report of the department of obstetrics and 
gynzcology: 

“The maternity department has been greatly overcrowded this 
past year, making teaching difficult, as mothers and babies often 
have to be discharged 24 hours after delivery through lack of beds. 
Patients are often nursed and sometimes delivered on the floor.” 

An echoing theme in accounts of African medicine is the 
want of doctors. The department of surgery organised no 
postgraduate course because the lack of doctors prevented the 
Government from releasing enough from duty to warrant a 
formal course. In the department of obstetrics, “ leave periods 
mean very heavy work for the staff left behind . . . it makes it 
very difficult to find time for adequate research ”’. The depart- 
ment of pathology was forced to reduce the number of formal 
laboratory classes because ‘“‘ Government pathologists have 
simply not got the time to assist in teaching large laboratory 
classes”. It is indeed heartening that, for all these handicaps, 
Makerere College is successfully training the African doctors 
who will eventually fill these great gaps. 


WORLD HEALTH ORGANISATION 
Tue Executive Board, meeting in Geneva, has decided to 
ask the Director-General to study the possibility of meee 
sports medicine in the programme of W.H.O. Proposing this, 


1. Makerere College: the University ae < East Africa. Report for the 
year 1956-57.  Obtainable from P.O 262, Kampala, Uganda. 




















15 


er- 
ity 
ild 
the 
re- 


1¢r 


ey 
on, 








| FEBRUARY 1958 


NOTES AND NEWS 271 





the four Scandinavian countries pointed out that our way of 
life, as machines are used more and more, leads to a lessening 
of physical activity; and coronary-artery disease, for instance, 
is commoner in those whose occupations involve less physical 
work. Sports are increasingly practised, “ as they satisfy man’s 
apparently instinctive urge for motion’; in turn they invite 
consideration of their effects on health and longevity, the 
prevention of accidents, and their mental-health aspects. The 
proposal urges W.H.O. to take the lead in sports medicine. 

In the yaws eradication campaign, half the 200 million 
people exposed to the disease will have been examined, and 
25 million treated with penicillin, by the end of this year. 
Most of the remaining 100 million live in Africa, where 
populations are scattered and there is not much money; the 
campaign is expected to take about ten years. What can be 
done is shown by the fall in the prevalence of yaws, since the 
campaign began, in Western Samoa (from 11% to 0-04%) 
and Haiti (from 36°5% to 0-57%). 


APPROVED NAMES FOR DRUGS 


Tue British Pharmacopceia Commission has issued the 
following new supplementary list of approved names: 


Approved name Other names 
*Alphacetyl- a-3-Acetoxy - 6-dimethylamino - 4 : 4-diphenyl- 
methadol heptane 
O-Acetate of «-6-dimethylamino-4 : 4-diphenyl- 
heptan-3-ol 
*Alphamethadol «-6-Dimethylamino-4 : 4-diphenylheptan-3-ol 


Azacyclonol Diphenyl-(4-piperidyl)methanol 
Frenquel is the hydrocloride 
*Betacetyl- 8 -3-Acetoxy -6-dimethylamino-4 : 4-diphenyl- 
methadol heptane 
O-Acetate of 8-6-dimethylamino-4 : 4-diphenyl- 
heptan-3-ol 
*Betamethadol B 6-Dimethylamino-4 : 4-diphenylheptan-3-ol 
+Bromodiphen- -(4- p ylmethoxy) ehyitinethyle- 





hydramine mine 
4-Bromo-a-phenylbenzyl 2-dimethylamineethyl 
ether 
Ambodryl 
Chlorothiazide 6-Chloro-7-sulphamoylbenzo-1 : 2 : 4-thiadia- 
zine 1 : 1-dioxide 
Chlotride; Diuril; Saluric 


Choline Choline salt of theophylline 
Theophyllinate Choledyl 

Cyclopregnol .. 68-Hydroxy-3 : 5-cyclopregnan-20-one 
Neurosterone 

Cycloserine D-4-Aminoisoxazolid-3-one 
Seromycin 

Deserpidine 11-Demethoxyreserpine 
Harmony] 


*Desomorphine Dihydrodeoxymorphine 


*{Dimephep- 6-Dimethylamino-4 : 4-diphenylheptan-3-ol 
tanol Methadol 
Diphenyl- Diphenylmethy! 1-methyl-4-piperidy] ether 


pyraline Histryl is the hydrochloride 


*Etoxeridine Ethyl! 1-[2-(2-hydroxyethoxy )ethy!]-4-phenyl- 
piperidine-4-carboxylate 
Hexocyclium 1 - (2 - cycloHexyl - 2 - hydroxyphenethy]) - 4 : 4- 


Methylsulphate dimethylpiperazinium methylsulphate 
Tral 
Hydromorphone Dihydromorphinone 


Dilaudid is the hydrochloride 
Mannomustine 1 : 6-Di-(2-chlorethylamino)-1 : 6-dideoxy- 
D-mannitol 
Degranol is the dihydrochloride 
*Methyl- 6-Methyl-A *-deoxymorphine 
desorphine 
*Metopon .. Dihydromethylmorphinone 
*Myrophine Mpyristyl ester of benzylmorphine 
Nandrolone 178-Hydroxy-19-norandrost-4-en-3-one 
19-Norandrostenolone 
178-Hydroxycestr-4-en-3-one 
Durabolin is the phenylpropionate 
Oxycodone Dihydrohydroxycodeinone 


Eucodal is the hydrochloride 





* Narcotic substances which fall under International Conventions and are 
not available as therapeutic agents. 

+ Replaces the approved name bromazine from May 1, 1958. 

Fm the approved name methadol. 


*Oxymorphone Dihydrohydroxymorphinone 








Promazine.. 10-(3-Dimethylaminopropy!)phenothiazine 
Sparine is the neo wt 
Proquamezine 10-(2 : 3-Bisdi i opyl)phenothiazine 
Thalidomide .. a-Phthelimidogliterimide’ 
Distaval 
Thebacon . Acetyldihydrocodeinone 
*Trimeperidine 1 : 2 : 5- Trimethyl-4-phenyl-4-propionyloxy- 
piperidine 
University of Aberdeen 


Dr. E. Maurice Backett, senior lecturer in social medicine 
at Guy’s Hospital and at the London School of Hygiene and 
Tropical Medicine, has been appointed to the new chair of 
social medicine at Aberdeen. He is expected to take up his 
appointment in October. 

Dr. Backett, who is a bachelor of medicine and science of the 
University of London, qualified from Westminster Hospital in 1944. 
After working on the research staff of the Air Ministry, he held a 
Nuffield fellowship in social medicine and later joined the Medical 
Research Council’s social medicine research unit. Before taking up 
his present post he was lecturer in social medicine in the Queen’s 
University, Belfast. He took the M.R.c.P. in 1950 and the D.P.H. in 
1955. His published work includes studies of general practice, of 
the social care of deaf mutes, and of the social pattern associated 
with the spread of infection by poliovirus. More recently, with 
other members of the unit, he has been inquiring into the incidence 
of road accidents among children and of coyonary disease in doctors. 


University of Edinburgh 

Dr. W. L. M. Perry, director of the Department of Biological 
Standards at the National Institute for Medical Research, 
London, has been appointed to the chair of materia medica 
in succession to Prof. J. H. Gaddum who is retiring. 

Dr. Perry qualified from the University of St. Andrews in 1943 
and took the degree of M.D. five years later. After holding house- 
appointments at the Royal Infirmary, Dundee, he became a medical 
officer in the Colonial Medical Service, and was stationed in Nigeria. 
He joitied the scientific staff of the Megical Research Council in 
1947. His research has been mainly concerned with the autonomic 
nervous system. In 1952 he was appointed to his present post, in 
which he has of late years been closely concerned with controlling 
and testing the British poliomyelitis vaccines. He was appointed 
0.B.E. in 1957. 

The university court has announced that Sir Stanley 
Davidson will retire from the chair of medicine at the end of 
March, 1959. 

Dr. A. A. Shiyas has been appointed lecturer in the depart- 
ment of pathology, and Dr. J. F: Lamb lecturer, and Dr. M. 
Jacobsen assistant, in the department of veterinary physiology. 
National Institute for Medical Research, London 

Dr. D. G. Evans has been appointed director of the Depart- 
ment of Biological Standards at the institute in succession to 
Dr. W. L. M. Perry, whose appointment to a university chair 
is announced above. At present Dr. Evans is head of the control 
laboratory of the department. 


University of Adelaide 
Mr. R. P. Jepson, professor of surgery in the University of 
Sheffield, has been appointed to the chair of surgery. 


Royal College of Physicians of London 

On Thursday, Feb. 13, at 5 p.m. at the college, Pall Mall 
East, S.W.1, Dr. A. L. Cochrane will give the Marc Daniels 
lecture. His subject will be the meaning of the X-ray classifica- 
tion of coalworkers’ pneumoconiosis. 

Reticuloendothelial Society 

The second symposium of this society will be held in 
Rapallo, Italy, from Aug. 29 to 31. 

It is intended to discuss the subject under three main headings: 
the reticuloendothelial system and steroids; the reticuloendothelial 
system and immunity, including antibody immunity and properdin, 
and tumour immunity; and the reticuloendothelial system and 
radiation. Proposed titles of papers should be sent, with a brief 
summary in English, before March 15, to Dr. Alberto Marmont 
(Clinica Medica Universitaria, Viale Benedetto XV, Genoa, Italy), 
who will notify accepted speakers. 
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Royal College of Obstetricians and Gynecologists 

At the meeting of council held on Jan. 25, with Prof. 
Andrew Claye, the president, in the chair, the following were 
elected to the membership: 


Vijayaratnam Balachandran, Bholanath Banerji, S. K. Basu, F. X. 
Bencini, Olga WD R. T. Booth, Carolina A. Braga, A. F. Bushby, 
A. S. F. Butcher, D ay F. PAF De Maria, R. E. F. Devitt, P. H. Drake, 
I. MacD. Duthie, Mary G idridge, Denys V. I. Fairweather, F. G. 
Feinstein, N. K. Ghose, P. R. G. Gordon, H. M. Gough, J. L. a on, 
G. H. I C. Hartgill, C. H. Hodge, Helena E. ughes, T 4 unt, 
A. H. John, Satyadev anna, Herbert Kramer, ee a K. c “Kwan, 
D. i}: ackay, Patricia C. Mackay, Le A. Martyn, Gillian G. y yo 
R. J. Mitchell, A. K. Mukherjee, North, Joan North, O. K. 
W. H. Patterson, P. A. ee 
Si, Beoin ‘Cleot L. mp yh F. oy Mary A. T. Tolley, R. D. Upton, 
eote em & 5 a Van Amerongen, J. A. Verzin, D. Ww. Warrell, 


James W. 

The Human Brain 
On Feb. 6, 12, and 18 at 5.15 P.M. lectures on this subject 

will be given at Bedford College, Regent’s Park, London, 

N.W.1. The speakers will be Prof. J. Z. Young, Dr. D. M. 

MacKay, and Dr. W. Grey Walter. 


Faculty of Homeopathy 

At a meeting of this faculty to be held at the Royal London 
Homeopathic Hospital, Great Ormond Street, W.C.1, on 
Thursday, Feb. 6, at 5 p.M., Dr. Alva Benjamin will speak on 
the medical profession’s responsibility for the health of the 
community. 


North of England Obstetrical and Gynecological Society 

The following officers have been elected for this society for 
1958: 

President, Dr. E. A. Gerrard; vice-presidents, Miss M. Evans, Mr. 
C. J. K. Hamilton, Mr. G. W. Theobald, Prof. C. S. Russell, and Mr. 
Burke; hon. treasurer, Mr. C. H. Walsh; hon. general secretary, Miss 
Mills; hon. reporting secretary, Miss U. M. Lister. 

Child and Family Psychiatry 

The department of child and family psychiatry of the Ipswich 
and East Suffolk Hospital is holding a course on this subject 
from March 24 to 28. cs 

The course is open to do®tors and places will be allocated in order of 
application to 11, Fore Street, Ipswich. 


Work in Compressed Air 

The Work in Compressed Air Regulations, published last 
August in draft form (see Lancet, 1957, ii, 333), are to come 
into operation on April 21. 


Liverpool University Medical Students’ Society 

The annual dinner for past and present members of this 
society will be held at the Mecca Sefton House, Liverpool, 
on Feb. 6. Dr. E. T. Baker-Bates will be in the chair and the 
guest of honour will be Dr. T. Leslie Dowell. Tickets (25s.) 
may be had from the medical dinner secretary, Medical School, 
University, Liverpool, 3. 


Medical Art Society 

This society will hold its annual exhibition at Walker’s 
Galleries, 118, New Bond Street, London, W.1, from Thurs- 
day, Feb. 13, to Wednesday, March 5. 


International na gam for Neuro- 
P sy 

The first of these “ieeernationsl symposia will be held in 
Rome from Sept. 9 to 12. Those interested in presenting 
papers are asked to send a 250-word abstract before March 31 
to Dr. P. B. Bradley, department of experimental psychiatry, 
Medical School, Birmingham, 15. 


The Hurt Mind 

Four of the B.B.C. television programmes on mental health 
which were transmitted under this general title last year, are 
now available in 16 mm. film form (Put Away, 5 reels, £1 5s. 
46 minutes; Break-down, 3 reels, 15s. 29 minutes; Psychological 
Treatment, 3 reels, 15s. 30 minutes; and Physical Treatment, 
3 reels, 15s. 33 minutes). They can be hired from the Central 
Film Library, Government Building, Bromyard Avenue, 
Acton, London, W.3. 


\ 








rincipal medical officer at Brixton Prison, is 
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Dr. J. C. M. Matheson, 
retiring after 28 years in the 
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FEB. 2 TO 8 
Monday, 3rd 


POSTGRADUATE MEDICAL SCHOOL, Ducane Road, W.12.\ 
4P.mM. Dr. Brian Ackner: Emotions and the Cardiovascular System. 


Tuesday, 4th 
Royal COLLEGE OF PHYSICIANS, Pall Mall East, S.W. 
5 P.M. Dr. Cicely Williams: Social Medicine in en Countries. 
(First of two Milroy lectures.) 
BRITISH POSTGRADUATE MEDICAL FEDERATION 
5.30 p.m. (London School of Ly a and Tropical ae, Keppel 
Street, W.C.1.) Dr. M.G Stoker: Growth of V. 
*, Mary’s Hospitat Mepicat ScHOooL, W.2 
5 p.m. Mr. J. D. S. Flew: Induction of Labour. 
INSTITUTE OF DERMATOLOGY, Lisle Street, W.C.2 
5.30 p.m. Dr. C. D. : Haemangiomata. 


West END teu FOR NEUROLOGY AND NEUROSURGERY, 91, Dean 
treet, W. 
5.30 P.M. Mr. G. C. Knight: Spinal Cord Lesions. 
Wednesday, 5th 
Roya Society OF MEDICINE, 1, Wimpole Street, W.1 
5.15 P.M. History o Medicine. ir Weldon D jple-Champneys: 
a Curative ‘Medicine in Ancient Peru. (Presidential 
5.30 P.M. Experimental Medicine and Therapeutics. Prof. C Rietoaen 
Dr. A. C. Allison, Dr. H. V. Ingram, r. J. Walters: Hemoglob 


8 p.M. Surgery. Mr. R. V. Cooke, Prof. 7 4 Bruce: Small Bowel 
Obstruction. 
POSTGRADUATE MEDICAL SCHOOL 
2 P.M. Dr. A. E. Mourant: Blood-groups and Humaan Races. 
INSTITUTE OF DISEASES OF THE CHEST, Brompton, S.W.3 
5 P.M. Dr. Paul Wood: Current Problems Relating 1 to Congenital Heart- 
ase. 
INSTITUTE OF DERMATOLOG 
5.30 P.M. Dr. R. W. Riddell: ABtiology of Fungous Infections. 
‘CE MEDICAL SOCIETY 
(11, Chandos Street, W.1.) Dr. J. L. Livingstone: Asthma and 
Bronchitis in Relation to Life Assurance. 


MIDLAND MEDICAL 
oad, Edgbaston, pieningham, 15.) Dr. Dorothy 


5 P.M. 


Society 

8.15 P.M. (36, Harborne Road, 
Campbell: Medical Treatment of Gla 

NOTTINGHAM MEDICO-CHIRURGICAL tarlone nay .. "St. 


8.30 p.m. Mr. T. N. MacGregor: Causation and Prevention of Perinatal 
a 


MANCHESTER MEDICAL SOCIETY 
4.30 P.M. (Medical School, phe ogg A of Manchester.) Medicine. Prof. 
Walter Schlap Charles Scott Sherrington—An Anniversary. 
(Presiden tial eddress.) 
a ae OF EDINBURGH 
(18, Nicholson uate Edinburgh.) 
Management of Diabet 


James’s Street, 


8.30 P.M. Dr. J. Halliday Croom: 


Thursday, 6th 
RoyAL COLLEGE OF PHYSICIANS 
5 P.M. ~ C. Williams : Social Medicine in Developing Countries. (Second 
of two pe lectures.) 
ITY OF LONDO! 
(Middlesex Hospital Medical School, W.1.) 
Pattern and Form in the Vertebrate Skull. 
Royat Socrsty OF MEDICINE 
8 p.m. Neurology. Mr. D. W. C. Northfield, Dr. Denis Hill, Mr. Murray 
Falconer: Surgery of Temporal — Epilepsy. 
BRITISH POSTGRADUATE MEDICAL FEDERATI 
5. ons (London School of H jene and T ical Medicine.) Dr. C. S. 
allpike: Remarks upon of Otological Practice. 
NUFFIELD oo CENTRE, Gmesuad-Dhemees OrtHopapic Hos- 
PITAL, Oxfor 


5 P.M. Prof. T. S. Westoll: 


8.30 “ae. Prof. Myer Makin: Surgical Management of Friedreich’s 
taxia. 
LivERPOOL MEDICAL INSTITUTION, 114, Mount em 5 Liverpool, 3 
8 P.M. a. sein od de te Marcello Malpighi and his Influence on our 
owledge of the S; 
Friday, 7th 
Royal SocrETY OF MEDICINE 
10.30 a.m. Otology. Prof I L. bmn Mr. A. Tumarkin, Dr. J. F. Birrell: 
Cholesteatosis of the A 
20am, Laryngology. Dr. c. a. Andrewes, Prof. C. H. Stuart-Harris: 


Virus Infections as ag Upper Respiratory Tract. 
5.30 P. , W.. Anaesthetics. Pp. tM Mollison: Recent Advances in Trans- 


POSTGRADUATE MEDICAL ScH 
10 A.M. Sir Cecil Wakeley: Sun of the Breas’ 
4p.M. Dr. I. McD. G. Stew: 7 ‘about Hypertension. 
INSTITUTE OF LARYNGOLOGY AND > Oroxo4r, 330, Gray’s Inn Road, W.C.1 
3.30 p.M. Dr. Norman Hulbert functional Factors in Ear, Nose, and 
Throat Diseases. 








~ CORRIGENDUM : Research on Schistosomiasis in China.—In the 
second paragraph of a note describing the work of Prof. C. P. Mao 
(Lancet, 1957, ii, 498) lines 5, 6, and 7 up to “ fertiliser” should 
have been omitted; and the following words should have appeared at 
the end of the paragraph: “ Schistosome eggs contained in the 
night-soil are destroyed either by composting or by storage, especially 
when calcium cyanamide (which is a useful fertiliser) or urine (which 
produces ammonia) is mixed with the feces.” 
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UNIQUE BROAD SPECTRUM VAGINAL GEL 


for the treatment of Vaginitis due to 


MATAR TEARS 


TRICHOMONAS 


om 9 r 64 5 t STA SULee SAT TI 


ES FRR ELT NS ARS Se A A ENT TIT Pn ED Mg es 


 MONILIA 


Sei =a 9 Sf A NEES eR AE: 
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= 34 


gee Se PAL is a ahlet. oe tT Pee — 


AND 


' BACTERIA 


including Haemophilus Vaginalis, the organism responsible for some 
t: of the so called “ non-specific”’ infections. 





ys 7 
7 





f coe . 
poh mnt Wr wg Meet © rabrwe 1) FA i. 


| 





Administration: One applicatorful (7 ml.) Presentation: Sterisil is available in boxes con- 
instilled into the vagina every night. Clinical taining a tube of vaginal gel (14 oz.) and six 
cure may result from twelve applications, disposable applicators. 


but eighteen applications should be advised. 


EASTLEIGH, HAMPSHIRE 


STER 357/4 


WM. R. WARNER & CO. LTD., 





31 








1 FEBRUARY 1958 


THE LANCET ADVERTISERS’ ANNOUNCEMENTS 





“But, Doctor, 






I sleep 
so badly” 








Waar she needs is a good night’s rest. But 
she sleeps badly —and all the worse, for 
worrying about it. 

In such a case, a simple, natural approach to 
the problem is the best. The beneficial effects of a 
warm milk drink at night are well 
known, and many doctors recognize Horlicks 
to be an ideal nightcap. 

Horlicks is partially predigested. It is 


suitable for patients of all ages. 
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WHEN PRESCRIBING CHLORODYNE 
medical men should be 


Collis Browne 
CHLORODYNE 


The g al and readily expectorated. 
markedly soothing effect, lessening the frequency of attacks 


and reducing their severity and duration, and relieving 
“Eupinal’’ contains no poison and is safe 


Always insist on 


THERE 1S NO SUBSTITUTE 





particular to specify 








only genuine Chlorodyne 


used with unvarying success 
by the Medical Profession ine 
im all parts, of the world 





‘*Dr. Collis Browne’s’’ 








breathlessness. 


OLDBURY 


For 40 years 


“EUPINAL” 


has been used successfully in the treatment 
of ASTHMA and CHRONIC BRONCHITIS and 
may be prescribed on N.H.S. Form E.C.10 


“Eupinal’’ contains lodine and Caffeine combined in a most 


elegant and effective form. 
In chronic Bronchitis “Eupinal’’ softens the tough accumu- 


lated mucus in the bronchial tubes and allows it to be more 


In Asthma it possesses a more 


A PRODUCT OF 


or over YEARS 
siaspzr Cuarson, Gove 


Co Ltd. 


BIRMINGHAM 


Phone: BROadwell 1355 





~ 


— 








AMPHETONE 


REGISTEREC 


A GENERAL STIMULANT FOR 
THE CENTRAL NERVOUS SYSTEM 


For cases requiring a quick-acting general stimulant without increas- 


ing the patient's appetite, we consider Amphetone unique. 


bines for the first time, Dexamphetamine Sulphate and Strychnine 
itamin B Group. The 


Dexamphetamine provides the convalescent with an immediate feeling 
of well-being, this being followed by the well-known tonic effects of 


with Glycerophosphates and members of the 


the other medicaments. Clinical reports have been excellent 


FORMULA 

Dexamphetamine Sulphate B.P.C., 1/12 grain: Serychnine Hydrochloride 
B.P., 1/60 grain: Calcium Glycerophosp! ate BPe. 2 2 grains: Sodium 
a ey te me B.P.C., 2 grains: Aneurine Hydrochloride B.P., 1/30 
grain icotinamide BP., 1/4 grain: Riboflavin B.P., 1/60 grain: Syrup 
of Blackcurrant B.P.C., 2 fiuid drms.: Water, to 1/2 fluid ounce. 


[poIsON] | s4| 


Available in bottles containing 10, 20, 40 and 80 fluid ounces. Professional prices 5/3, 9/11, 


16/8 and 30/4 each. Samples available on request. 


JAMES WOOLLEY, SONS & CO. LTD., VICTORIA BRIDGE, MANCHESTER 3 


In association with J. C. Arnfield & Sons, Ltd. 
London Stockists: May, Roberts & Co., Led., 47, Stamford Hill Road, London 


Distributors for Northern Ireland: Messrs. Dobbin & Stewart, 47-49, Earl eng Belfast. 





It com- 
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The natural vitamin E avail- 
able only since 1948 must 
not be confused with the wheat germ oil 
in use before that date with its limitations 


as to potency and stability. 


The natural vitamin E of today com- 
prises a concentrate distilled from the 


oils of cottonseed, palm, soya bean, etc. 


The standard laid down by the League 
of Nations is that 1 international unit 


= 1 mgm. of d.1. alpha tocopheryl acetate. 


Alpha tocopherol (Vitamin E) for 
CARDIOVASCULAR-RENAL DISEASES 


The VITA-E Gelucap (75 i.u.) heads 
the list of brands approved by the 
Vitamin E Society and is that recom- 
mended by the Shute Foundation for 
Medical Research and used with such 
conspicuous success at the Shute 
Institute. 
LITERATURE ON REQUEST 


Sole Manufacturers: 


THE BIOGLAN LABORATORIES LTD. 
HERTFORD, HERTS, ENGLAND. 


Specialists in Hormones and Vitamins 








FOREMOST AMONG THE 


TONIC RESTORATIVES 





Tonalix has been found of great value as a tonic 
due to its special formulation of Vitamin B,, 
Liquid Extract of Malt and the Glycerophosphates 
of Iron, Magnesium and Potassium, combined 
with Pepsin and Strychnine. 

Its delicate flavour is acceptable to the most 
fastidious palate and it can confidently be pre- 
scribed in devitalized conditions, as it improves 
appetite and increases mental and physical activity. 

Samples and Literature on request. 
Available in 4-0z.; 8-0z.; 16-0z.: 40-oz.; and 
80-o0z. bottles. 


TONALIX 


FERRIS & |CO LTD BRISTOI 


Telephone 213817 rams FERRIS, BRISTOI 








RHEUMATISM 


AND KINDRED AILMENTS 


Harrogate, the largest treatment centre in 

_ Great Britain, is actively engaged in pro- 
viding all types of physical treatment in 
connection with the rheumatic diseases 
and all types of physical rehabilitation. 
Extensive alterations have taken place, in- 
cluding the equipment of the establishment 
with DEEP POOL THERAPY, medical 
gymnastic facilities and occupational 
therapy. 


HARROGATE 


Treats both ‘private patients, under its All- 
inclusive Treatment Scheme, and National 
Health patients. 


Medical enquiries as to cost, and how treat- 
ment can be obtained, will be welcomed by— 


B. ROBERTS, Manager, 
Section 2, 


THE ROYAL BATHS 


HARROGATE 
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ST. ANDREW’S HOSPITAL tenrat bisonvens 


PRESIDENT: THE EARL SPENCER 
MEDICAL SUPERINTENDENT: THOMAS TENNENT, M.D., F.R. C. P., D.P.H., D.P.M. 


This Registered Hospital is situated in 130 acres of park and pleasure grounds. Voluntary patients, who are suffering from 
incipient mental disorders or who wish to prevent recurrent attacks of mental trouble; temporary patients, and certified patients 
both sexes are received for treatment. Careful clinical, biochemical, bacteriological and pathological examinations. Private 
pony od —_ postal nurses, male or female, in the Hospital or in one of the numerous villas in the grounds of the various branches 
can pro 

WANTAGE HOUSE. This is a Reception Hospital in detached grounds with a separate entrance, to which patients can be 

admitted. It is equipped with all the apparatus for the complete investigation and treatment of Mental and Nervous Disorders b: 
the most modern methods; insulin treatment is available for suitable cases. It, also contains Laboratories for biochemi 
bacteriological, and pathological research. Psychotherapeutic treatment is employed when indicated. 

MOULTON PARK. Two miles from the Main Hospital there are several branch establishments and villas situated in a park 
and farm of 650 acres. Milk, meat, fruit, and vegetables are supplied to the Hospital from the farm, gardens, and orch of 
Moulton Park. Occupational ‘therapy is a feature of this branch, and patients are given every facility for occupying themselves in 

, gardening, and fruit growing. 

BRYN-Y-NEUADD HALL. The seaside home of St. Andrew’s Hospital is beautifully situated in a park of 330 acres, at 
Lianfairfechan, amidst the finest scenery in North Wales. On the North-West side of the Estate a mile of sea coast forms the 
boundary. Patients may visit this branch for a short seaside change or for longer periods. The Hospital has its own private bathing 
house on the seashore. There is trout-fishing in the park. 


For terms and further particulars ‘apply to the Medical Superintendent ” (TELEPHONE: Northampton 4354, 3 lines), who 
can be seen in London by appointment. 


CLIFFDEN, TEIGNMOUTH 


For the early treatment of nervous disorders and patients needing rest and care 


A well-appointed House with spacious balconies and extensive views of the South Devon Coast. Beautiful garden and own dairy in 35 acres 
In thé same grounds, ROWDENS, a comfortable house with lovely views. Private road to the beach 
There is also a charming house, EBWORTHY, MANATON, DARTMOOR, situated in 25 acres, 1100 ft. up for bracing moorland air 
Resident Physicians—BERTHA M. MULES, M.D., B.S. ANNE S. MULES, M.R.C:S., L.R.C.P. Telephones—TEIGNMOUTH 289 and 537 


HEIGHAM HALL, NORWICH 
NORTHUMBERLAND HOUSE PRIVATE MENTAL HOME for Nervous and Mental illness. All types 

















Psychiatric Nursing Home of treatment carried out. Accommodation for Alcoholics and Addicts 
ilable. Special Geriatric Uni . Fees from 7 gns. per week 

235-7 BALLARDS LANE, N.3 Witty” mabiniatunaan.. .) o 
’ Apply to Dr. J. A. SMALL Telephone: Norwich 20080 





Resident Med. Director Dr. R. M. RIGGALL, 


Mem. Brit. Psycho-Analytical Socy.. THE LANCET 


Annual Subscription: £3 3 0 per annum 


Special soineel rates to Medical Students and Doctors 
within 1 year of qualification. 


Deep insulin coma unit, psychotherapy, etc. 








THE MEDICAL PROTECTION SOCIETY umirep 


Over 60 years experience in medical defence and protection 
Complete Indemnity granted to members in cases undertaken on their behalf 
ANNUAL SUBSCRIPTION: £1 for first three years for newly qualified entrants and £2 thereafter 
Full particulars from the Secretary (Dr. Alistair French), Victory House, Leicester Sq., W.C.2. Gerrard 4553 and 4814 




















Vacancies 
ACADEMIC AND EDUCATIONAL P St. James’, S.W.12. Locum Sr. — ew Wrightington. Jr. H.M.O. or 
amar : Bury’ & Rosendai H.M.C. Sr. H.O.. : 2 Ww ooatord G Essex Harts, sr. ee 
ury osendale r. oodfo reen, x. 
pe sen rg 9 2 amen. Sh. See. = I ~ : “ey yt} H.O. 48 
Birmingham Regs. 40 we & em. Sr. ee 
Brighton. Royal Sussex Count Edgware Gen. Sr. H.O. oh .. 42] EAR, NOSE, AND THROAT 
—. Sr. Ho. y. 41 | Grimsby Gen. Sr. H.O. >. a Soret Nee T) & E., W.C.1. P.-t. 39 
Rainburgh Northern Group of Hosps. e —_— Royal East Sussex. - 43. | B hton and Lewes i1.M.G.’ Group a 
Halifax Royal I Sr. H.O.. > ie Kettering & & Dist. Gen. Sr. H.O. |. 43 Osps. Sr. 1.0. .. “» 20 
Leeds R RAB. inty. r. ** 44 | Maidstone. West Kent Gen. Sr. H.0. 44 | Edinburgh. Royal Hosp. for Sick 42 
Leeds R.H.B. Locum Regs.., _.. 44 | Newcastle R.H.B. Sr. Casualty Bil hae kuc kn 2 a 
Manchester United Hosps. Sr. H.O. 45 Officer ne =: ns ae, a roup Suffolk. a _ Ace 
Slough. Upton. Reg. . a .. 47 | Nott ham Gen. Sr. H.O. .. ce Ste ee & East Suffo er. 
Slough. Upton. Locum um Reg. wong": 44 | Poole Gen. Sr. H.O. -. -- 2 9+: 45 | Maller as ew ees 
South East Met. R.H.B. P.-t. Cons . 38 | Rhyl. Ro lexandra. Sr. 5 
Taplow. Canadian Red Cross Mem. ee ie St. Bartholomew's i So kor South Hants. “7 
47 . we 
U.S.A. University of Minnesota Med. Sidcup. Queen Ma Mary’s. Sr. H.0. |: 46 | Wolverhampton. Royal. Pre-reg. H.0. 48 
Center. Residencies 48 te on 5. Sr.H.0. .. 47 | GERIATRICS 
Watford. Peace Mem. Sr. H.0.  -. 47 | Chesterfield. Scarsdale, Jr. H.M.O 42 
BACTERIOLOGY CHEST AND peer -RCULOSIS Colchester Group H.M.C. Sr. H.0..: 42 
Scotland. Western R.H.B. Temp. Brompton, S.W.13. H.O.’s .. .. 89 | Scotland. North-Eastern R.H.B. 
Se. H.M.0O. .. sa se -- 88] Plaistow, E13, Bi O.. 39 Cons. .. «so 3 
CARDIOLOGY St. Thomas’s, S.E. Reg. 40 | Uxbridge Group H.M.C. Reg. os.) 
Dudle Stourbridge & ist. Locum INFECTIOUS DISEASES 
Westminster, S.W.1. Research Asst. Jr. HM. oO. -- 42 Sr. H.O. 39 
(Reg.) + ++ ee ve 40] Glasgow. Robroyston. Jr. H-M.O. :: 43 | Eastern (Fevers), E.0. Sr, . 
Scotland. South - Bastern R.H.LB. Greenock. Gateside I1.D. Jr. H.M.O’s. 4 
CASUALTY i eE® sa Eirmouth, Soot Teolations HO. $8 
Hackney, E.9. H.O. .. 89] South Brent Devon. Didworthy uthampton . . . 
Memorial, S.E.18. Sr. H.O. ‘: 39! Chest. Jr. H.M Le ae (Continued overleaf) 
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MEDICINE Oxford. Nuffield Coarene Centre. Broxburn. West Lothian, Bangour 
C ht, E.17. H.O. 39 Sr. H.O. 45 Gen. Pre-reg. H.O. .. ee - 
Whipps Cross, E11. H.O. 40 | Reading. Battle. H.O. 46 | Burnley Gen, H.O.’s :- 41 
Whittington N.19. Locum Sr. Reg. 40 | Sheffield. City Gen. Pre-reg. H.( 46 | Caerphilly. H.O. 41 
Ashford, Middlesex. H.O. a a annie Royal South Hants. pa as epee Kent & Canterbury. a 
—s mn North Devon Inty. 1 se! 10 Sogegemaren. Royal “South Hants. Carlisle. _ Cumberland Infy, ¢ ‘ity Gen. 
Bournemouth. : Hosps. in a ae me FS Pa € ie a7 7 coy aty osps. Sr. H. - 
Bournemouth toya ictoria . t ec Oe “2 oe we 
steteaga ae | Ql, Peg a ng ye 
Cheste rfie ia Royal. Sr. H.O. ea 2 4 e z e . 
Derby. Derby shire Royal Infy. Pre- Ww igan, 1 4 ees. wm H.M.O. or 48 PR AF Dy 3 reg. HO. H. 0. rt 
a RT LF ae HH. D ae ore Cheltenham Gen. H.O. . 42 
Hull” Tingsten Ge > ¥sP re-Tee. * 43 | PADIATRICS Chertsey. St. Peter’s. Locum Reg. 41 
Kirkcaldy. Victoria. Pre-reg. H.O.’s 43 Queen Elizabeth Hosp. for Child. a Ha erly meen a Pe rH 
eeds R.H. B. - 44 “VU. «+ - 
oy ——- meee. 44 Carshalton. Queen Mary" 's Hosp. for e Derby. erere 3 oa. Tait. Pre- as 
ee. §=sneseee. Reg. . sr. 44 Kettering Gur en. Sr. H.¢ : 43 ponubury. Gen. 7 42 
Oe Victoria “Mem. Jewish. 4 ree = mee sl sr, HO," 43 yey Dorset ¢ ounty. ’ Pre- -reg. “aa 
5 ete 0 ‘ 
Ae City. Sr. H.O. ome Reading. Royal Berkshire. H.O. 46 Demy, Stourbridge & Dist. Pre-reg. pe 
Poole Gen. Reg .. 45 | Winchester. Royal Hants County. 4s | Rata » TS, ness Victoria. H.O. 42 
Reading Area De pt. of Med. H.O.’s.. 46 O. Ea: E field. es ae; ae 42 
Rochford, Essex. Ge n. Pre-reg. H.O. 46 | Canada. ‘Children’s Hosp., Vancouver, - ae Pee aa mg oe HO. is 
Saltewary Gen. H.( on . ‘ — , ‘e; > oa. Royal East Gumen, Pre- 
Scotland. astern’ Rit. B. - a is 46 PATHOLOGY con, 11.0. 7; ae 
SO. South-Eastern R-H-B- 46 | Group Lab., Mile End Hosp., E.1. Herford county Prk ws, 8 
Sheffield’ United Hosps. & R.H.B. Locum Reg be poe + tne youn ~4 reg. 43 
Sr. Reg. 7 46 | London ¢ chest (Country Branch). Reg. 3 H - Told us 1 Int 43 
Stoke-on-Trent. North Staffs Royal Westminster, S.W.1, Reg. 40 Hull, ict i oya ~. 2 sick "Child. 
Infy. Pre-reg. H. 47 | Beverley. Westwood. Sr. win. o. 40 ctorla 8p ‘ 43 
West Dorset Group Yi. M.C, “A Rex. 47 Brighton. — County. 41 Ipswich "& East Suffolk. " Pre- -reg. 
Cincinnati, Ohio, U.S.A. i 48 5 ? . 
Thedan, Nigeria. ov niversity “college Ber HO. echo Prenchag he ee 41 Kettering & Dist. Gen. Pre-reg. H.0. 3 
a os : 48 | vaccleafeld. Sr.'H.0.. ‘: 44 | Kirkealdy Gen. H:0.’s 43 
NEUROLOGY Scotland. Western R.H.B. Reg... 46 aoe 8 tgs A Infy a reg. H. 0. br 
Notional Hosps. for, Nervous Diseases, Teasen, nen ria. University College 48 | Leeds RIB. ... ©gs. 44 
sr. HA 39 | __ He “s « *. 
Leeds United leave. R.H.B. Reg... 44 | U.S.A. Pittsfield Gen., Mass. Resident 48 Leigh (Lanes) Inty.’ Bre- aes HO. . a 
PLASTIC SURGERY Lincoln County. H.O. 44 
NEUROSURGERY =e: ¥ <3 
Bristol. | Cossham | Frenchay H.M.C. North West Met. R.H.B. P.-t. Cons. 38 — County. Sr. H.O. & Pre- Tee. ‘“ 
Sr. H. ~- 40 | PSYCHIATRY Luton and Dunstable. H.O. co. 
Middlesbrough. ‘Hemlington. Sr. H.O. 45 Pounteie Creep eux’ 3 moe. 38 Melistone. West Kent Gen. Pre- 44 
OBSTETRICS AND GYNECOLOGY North West Met. R.H. ‘ons. reg. H.O. juhien | 4s 
Elizabeth Garrett Anderson, N.W.1. : Boomapreve. Barnsley Hall wane. a Mapeeae. Booth Hall Child’s. Jr a 
H.( : -- 3 hester. , . ; th ‘Hall Child's. 
Mothers r " (Salvation Army ), E.5. Sr. Dee a gh He rrison H. M. C. - 42 ie “Boo 44 
H.O. .. -- 39] Leeds R.H.B. locum Regs 44 | Manchester CHB. Reg. 44 
Barrow-in-Furness. Risedale Maty. Lichfield. St. Matthew's. Jr. H.M.O. 44] Manchester R.H.B. Reg. 44 
Sr. H.O. -+ 401 Manchester R.H.B., Reg. 45 | Newbury Dist. Sr. H.O. 45 
Birmingham R.H.B. Locum Reg. 40 | Manchester R.H.B. Sr. R 44 | Nottingham Child’s. Sr. H.0. 45 
Burnley Gen. H.O.  . 41 | Manchester. Springfield. 2% H.M. 0. 44 Portemouth Group H.M.C. Pre: Tee. 
Carlisle. Cumberland Infy., Cc ‘ity Ge n. Nantwic ‘h. Barony. zr M.O. 45 H. 45 
& City Maty. Hosps. H.0. -- 41] Newcastle R.H.B. 45 | Reading. Royal Berkshire 46 
Chertsey. St. Peter's. Sr. H.O. or Newcastle R.H.B. sr “i. M.O 38 | Rochester, Kent. St. Bartholomew's. 
Pre-reg. H.O. 42 | Oxford. Littlemore Hosp. & Ashhurst Sr. H.0. .. 45 
Derby. Derbyshire Hosp. for Women. >| _ Clinic. Sr. H.O. 45 | Romford. Oldeliurch. H.O.: : 46 
: Pat, oR BO. - 42] Scotland. Western R. LB. StH. M. .O. 38 Salisbury Gen. H.O. ai 3 - 46 
Hastings. Buchanan. H.0. 43 Be yo Westers: sidlbcesins 46 Southampton. Royai South Hants. 
Kingston, Surrey. Sr. H.O... -- 43 | shotts , LT Hartwood Men- 47 
Manchester United Hosps. Sr. H.0.’s 45 | ~ tal. Jr. H.M.O.  . .. 46 Stoke-on- Trent. City Gen. "Pre-reg. 
Newcastle R.H.B. Locum P.-t. Cons. 38 Shrewsbury. Shelton Mental. Jr. ~. 
Newcastle R.H.B. Reg 45 |° , O. 46 mn “Torbay. H. O. 47 
Reading Combined Hosps. 1.0. 46 | Warwick. Central Mental. Sr. H. 0. 47 | Watford. Peace Memorial. H.0. |. 47 
a by-Sea. Southlands. Locum as Worcester. Powick. Jr. H.M.O. 48 | Weston-super-Mare Gen. _Pre-reg. al 
eg 
Sidcup. Queen Mary’s. Sr. H. 0. 46 | RADIOLOGY w Yaa EY & Dist. Pre-reg 47 
Walsall. Manor, H.O. 47 | National Hosps. for Nervous Diseases, Wi an. a al Albert Bavard Pak 
Windsor, King eee Vil, « Slough, V.C.1. Re 39 47 
Upton. Reg. 48 | North West Met. R. H B. P.-t. Cons. 38 Winchester. 0. oe ot H.O. 48 
OPHTHALMOLOGY be. ato. | < se| woe, Novel Frome. 4, 
Bt. Thomas's, 5 3.E 1. P. + Be. | Reg. : & Sheffield R.H.B. Cons. . 38 | W civerhompton. Royal. Sr. H ee ee 48 
aton. Sussex Eye. H. - Milit ‘08 vilian W: 
Hillingdon, Middlesex. H.0. 43 | RADIOTHERAPY 1 ee See C an 
Oxford United Hosps. ° -- 45 | King’s College Hosp., 39 Australia. Royal Melbourne. Hon. 
Scotland. Western R.H.B. Sr. Regs. 46 | Manchester. . Christie “Hosp. & it ~ ye ie 
Radium Inst. Sr. a 44 BW Ut University College Hosp. Reg. 48 
pa ea — el Manchester R.H.B. Reg. 44 
pee, SP : ne, ai wit. 39 | Scotland. Western R.H.B. Sr. Reg. 46 | THORACIC yer ews si dcan <i 
oy) ationa 1opeedic, 7 Birmingham. Yardley Green. Sr. H.O. 
Bot. Cons. 38 | RHEUMATOLOGY : Harefield esp. Regional Fhosacie 
“sy National Orthopedic, w. 1. “ Toptew. Canadian Red Cross Mem. a urgery Un Reg. ‘ewe 4 
Us «- °° ee e * rikles" idaleton. ‘Sr. . 
St. Giles’, S.E.5. H. 40 Leet Isolation Hosps. & Chest 
Beverley. Wesco’. "H.O. & Locum SURGERY : Unit. Sr. H.O. 43 
ae! n RAB. _ . pe Bottessce Ge vx’ 8 oy. a H.O. 4 Wakefield. Pinderfields Gen. Sr.H.0. 47 
rmingham € ) Julwich, 8.E. ° 
B pees — bo a3 - a 41 Mile End, EI. ae. . "te Wie < 39 | PUBLIC APPOINTMENTS 49 
Carlisle. Cumberlan nfy., € ‘ity en. Sout ondon Hos ‘or Women 
°C . ey ey. —— Sr. ‘HO j 41 Child. § 8.W. i ‘git ew wh 40 GENERAL PRACTICE 50 
‘arluke, a3 aw. r. South Western, S.W.9. Sr. ¥ 50 
H.M.O. & H.O 41 | South Western, 8.W.9. Pre-reg. H. 6. 49 | NON-MEDICAL 
Derby. Derbyshire Royal Infy. sr. St. Thomas’s, S * 1. Locum R 40 | MISCELLANEOUS 50 
wich & Bast Suffolk. H.O: 3 Bato. 'Gen. sr. H.0. ames . & 
swic as i) ‘ atley en. S 
pingsten, | Surrey. Sr. -o.9-- 43 | Bedford Gen. 40 The Terms and Conditions of Service of 
H.B. Locum R 44 | Birmingham Accident: “H.O. -- 40) 0 Medical and Dental —- 
Manchester R.H.B. & tt nited Hosps. Blackburn & Dist. H.M.C. H.O.’s_.. 41 | allN.H.S. posts we 
Sr. 45 | Bournemouth. Christchurch. Pre- 5 Canvassing disqualifies, but 
Middlesbrough Gen. Sr. H.O. 45 reg. H.O. .. as - eo. 42 SS ae normally visit the 
Newcastle R.H.B. Sr. H.M.O. 38 | Bournemouth. Royal Victoria. H.O. 41 | by appoint . 
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Academic and Educational 


ROYAL COLLEGE OF PHYSICIANS OF LONDON 








The next EXAMINATION 7 the MEMBERSHIP will commence on 
MONDAY, 17TH MARCH, 1958 

Prospective candidates are asked to note that entries accom- 
panied by the certificates, testimonials, and the examination fee 
of 15 guineas, as required by the bye- laws, must reach the College 
not later than first post on Monday, 17th February, 1958. 
Candidates must have been qualified for 18 months. 

Candidates who propose to submit Published Work under the 
regulations are required to give 28 days’ notice, and should apply 
in writing to the Registrar, without delay, for detailed instruc- 
tions as to the procedure they should fo ow. Completed entries 
for Published Work must also reach the College not later than 
first post on Monday, 17th February, 1958. 

ww BOLDERO, D.M., Registrar. 
12, Pall Mall East, London, S.W. 


ROYAL COLLEGE OF * PHVSICIANS— ‘OF LONDON 








ARCHIBALD LEMAN COCHRANE, M.B., B.CHIR., will deliver the 
Mare Daniels Lecture on THURSDAY, 13TH FEBRUARY, 1958, at 
5 P.M. at the College, Pall Mall East, $.W.1. 

Subject: ‘* The Meaning of the X- -ray Classification of Coal- 
workers’ Pneumoconiosis.’ 

Any member of the medical profession admitted on presenta- 
tion of doctor’s card. By order of the President. 

HAROLD BOLDERO, Registrar. 
ROYAL COLLEGE OF PHYSICIANS OF 
EDINBURGH 











PARKIN PRIZE 
A PRIZE of £100 is offered under the terms of this Fund for an 
essay in English on The Effects of Therapeutic Measures in 
Diseases Caused by Protozoa or Bacteria or Viruses. 
The Prize is open to competitors of all nations. 
Essays must be received by The Secretary, Royal College of 
Physic Aol Edinburgh, 2, not later than 31st December, 1958. 


ROYAL COLLEGE OF SURGEONS OF ENGLAND 


SURGERY LECTURES AND CLINICAL CONFERENCES, APRIL, 1958 

A COURSE OF 24 SURGERY LECTURES, with 10 Clinical Confer- 
ences at certain selected hospitals, will be held from 8TH to 25TH 
APRIL, 1958. Only a limited number of students can be accepted 
for the Clinical Conferences. 

Fees: Whole course £15 15s. 

Lectures only £10 10s. 
Single lectures 10s. each. 

Applications, accompanied by a —— for the eoaropetete 
fee, should be sent to Mr. W. F. Davis. eputy Secretary, Royal 
College of Surgeons of England, Lincoln’s Inn-fields, W.C.2, 
—_ whom further particulars may be obtained, Tel. HOLborn 


THE UNIVERSITY OF LIVERPOOL 
FACULTY OF MEDICINE 
DEPARTMENT OF ANASSTHESIA 


OURSE OF POSTGRADUATE INSTRUCTION ANESTHESIA 
limited to 12 students, will be conducted at the University of 
Liverpool lasting for 1 academic year and em ist 
OCTOBER, 1958. This course gives theoretical an ical 
instruction to students intending to sit for the Fellowenke at of the 
Faculty of Anesthetists. For the purpose of gaining practical 
experience, the students will be found suitable appointments in 

General Hospitals within the Liverpool area. 
The fee for the course is £75 
Application forms may Ss obtained from the Reader 
hesia, The University of Liverpool, séveryect, 3, yn 
should be returned not later than Ist arch, 1 958. 
UNIVERSITY OF LONDON 


LECTURE entitled ‘“‘ Pattern and Form in the Vertebrate 
skall; a Study in Plastic eo F and its row od — be 
delivered by Professor T. S. Westoll (Durham) at 5 P.M. on 
om yegpyane at Middlesex Hospital Medical School, Mortimer- 
street, W.1. 

dmission free, without ticket. 
JAMES HENDERSON, Academic Registrar. 
UNIVERSITY OF LONDON 
NSTITUTE OF OBSTETRICS AND GYNAZCOLOGY 
(Incorporating the teaching facilities of Queen Charlotte’s 
Maternity Hospital, Chelsea eo i= “ee. and the 
Department of Obstetrics a ‘er at Hammersmith 























lications are invited from graduates with a registrabl 
ail cation for enrolment for the SPRING a, on MARCH to 
3ist MAY, 1958). Graduates attend each of the constituent 
hospitals in turn for clinical work, and attend lectures and 
jal demonstrations at all 3 hospitals. Enrolment fee £3. 

tion fee £36 a 

General practitioners fend the course. experience in obstetrics 
may be accepted to attend the course - ueen Ganges 

Maternity Hospital for shorter peri —4 weeks. The 
will have the , Sepemsuaty ot ot of tsetiee tae the ‘bow ward in ad addi 
hospitals of the Institute. ‘Ministry of Health erantsate payable to 

Os: of the u grants are payable 
wapeven general practitioners attending for a period of 1 or 2 


An INTENSIVE COURSE for those preparing for "D. and 
M.R.C.O.G. will be held from 2ND JUNE to 14TH JUNE, 1958 
the winter vacation, a ae number of graduates 
~— attend the practice of the hosp 
ostel accommodation is , ae at Queen Charlotte’s 


‘obtained from the Secretary, 
Institute of Obstetrics and % yneecol Chelsea Hospital for 
Women, Dovehouse-street, London, S Yon, 3.03. 





UNIVERSITY OF LONDON 


A COURSE of 2 lectures on ‘‘ Bioenergetics i) be Sry Prin- 
ciples”’’; (ii) ‘‘ Applications ’’ will be di aelivored Dr. A. SZENT- 
Gy6éroyi (Institute for Muscle Research, Marine Biological 
Laboratory, Mass.) at 5.30 P.M. on 10TH and 11TH FEBRUARY at 
University College (Chemistry Lecture Theatre), Gower-street, 


Admission free, without ticket. 
JAMES HENDERSON, Academi 
~ INSTITUTE OF BASIC MEDICAL SClENCES 
ROYAL COLLEGE OF SURGEONS OF ENGLAND 
BRITISH POSTGRADUATE MEDICAL FEDERATION 
UNIVERSITY OF LONDON 











LECTURES AND DEMONSTRATIONS IN ANATOMY, PHYSIOLOGY, 
PATHOLOGY AND PHARMACOLOGY, SEPTEMBER-—DECEMBER, 1958 

A course of lectures and demonstrations in the above 
subjects will be held at the Institute from SEPTEMBER to 
———, 1958. ‘ Applications for this Course will be strictly 


Fees: Full course pre 10s. 
Lectures only £42. 

Closing date for applications for the full course: Friday, 
lith A pril, 1958. 

Further information may be obtained from Mr. W. F. Davis, 
Secretary, Institute of Basic Medical Sciences, Royal College of 
Surgeons, Lincoln’s Inn-fields, W.C.2. Tel. HOLborn 3474. 

UNIVERSITY OF GLASGOW 








ADMISSIONS—SESSION 1958-59 
aa is hereby given that the number of ene who 
be yt to the following Faculties is limited 
‘Pacult ity of gus 

Faculty of L 

Faculty of ‘Medicine (including Dentistry and Veterinary 
Medicine ). 

Faculty of Science. 

Faculty of Engineering. 

All those who intend to enter any of :_— Faculties for the 
first time in October, 1958, must obtain from the undersigned 
—, of ; saqmenee for admission. The forms are available now 
and shoul returned as follows :— 

“Faculty of Medicine (Veterinary Medicine), 15th April. 

Faculty of Medicine (including Dentistry), 15th May. 

All other Faculties, 3lst May 

Any applicant who wishés +f ‘have a form sent by post should 
enclose a stamped addressed serene 

Rost. T. HUTCHESON, itrar. 
BEIT MEMORIAL FELLOWSHIPS FOR MEDICAL 
RESEARCH 








aie. , hereby given that an ELECTION of Junior eiows to 
on 18T OCTOBER next will take place in Roy 1958. 

Junior Fellowships have sucouaeye annual values of £ 6, £950 
and £1000 for 3 years. a rule, superannuation benefits are 
provided, to whic: eS ciemuhl cot dates will be required to 
contribute 5 % of the annual stipend and to which the will 
make a contribution of 10%. Candidates must have taken R 


d 
Her Majesty’s Dominions, Protectora' M 
tories, India, Pakistan ro | the Republic of Ireland, or a medical 
diploma registrable in the United Kingdom. Elections to Junior 
Fellowships are rarely made above the age of 35 y 
Applications from candidates must be received aot cot hater than 
Ist April. Candidates must submit evidence that they can 
be given accommodation in the departments where they propose 
to work, which must be either in Great Britain o: = Tekene. Forms 
of application and all information may be obtained b letter 
only, addressed to the ey, Beit Memorial Fello ips for 
Medical Research, The Lister Institute, Chelsea Bridge-road, 
London, 8.W.1. For Ba at candi forms of application 
may be obtained from the mig South Aan Medical 
Council, P.O. Box 205, Pretoria, South Africa ; Director, 
Commonwealth Office of Education, a 3879, pe Aus- 
; spe Department of Health, Wellington, New Zealand ; 
and the C Medical Association, 244, St. George-street, 
Toronto, Canada. 
INSTITUTE OF LARYNGOLOGY AND OTOLOGY 
yy IVERSITY OF LONDON), 330-332, Gray’s Inn-road, W.C.1. 
ECTURER IN AYE hy eet ‘Applications are invited for a 
of Lecturer in the ite ane nl my Pathology and Bacterio- 
ogy. The duties will cover assistance in the general work of the 
department (including the teac: Seqchins of uate students) and 
in various research projects. The candidate will en- 
oe the necessary facilities to continue or to com- 
mence origi work connected with this Speen, and oppor- 
— to prepare Le Loe qualifications. e will be “— 
menoey Fp Senior rar by the cmnaee za 
Nation Throat, Nose and Ear Hospital. Salary according to the 
vised University scales: £1150-£100-£1750, pine family allow- 
anaes where applicable with superannuation provision 
Ap —eneanee, LE the names of 2 referees, "should bes sent to the 
Secre' hom further information can be obtained, not 
later than’ 28th | Sohrenry, 1958. 
UNIVERSITY OF BRISTOL. The Ualveralt avees 











applications = Poa od post of LECTURER IN SUR The 

successful candi ted. Bristol. Hos = the em R? t Benine 
Registrar in thet United tals d his tenure of 
the Lectureship, and will be soquired to bes oe his duties on 
ist June next. The scale, in the a Lecturer with 
the status a Senior will be E1400-8100-21900 p.a. 





ualifications and experience, together with super- 
see ‘tating p, qunithoniions and perl 
Applications, s age, q cations and e lence, shi 
elude th he names of 3 referees. Applications (1 pies} should 


the —— from whom her may be 
po Be not later than 1 month & from the date of appearance of 
this advertisement. 
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THE LANCET ADVERTISERS’ ANNOUNCEMENTS 
UNIVERSITY OF DURHAM (Medical School, King’s ST. JAMES’ HOSPITAL, Balham, 8.W.12. Locum 
UNITED NEWCASTLE SENIOR CASUALTY OFFICER (Senior Hospital Medical 


NEWCASTLE UPON TYNE) AND 
UPON TYNE HOSPITALS. The University of Durham and the 
Board of Governors of the United Newcastle upon Tyne Hos- 
pitals together, intend to make a combined whole-time appoint- 
ment of PROFESSOR OF DERMATOLOGY AND CON- 
SULTANT DERMATOLOGIST, with the special object of 
fostering research and clinical development in dermatology. 
During the first 5 years the holder of the dual appointment 
will be remunerated as a Consultant by the Board of Governors 
and his appointment with the University will be honorary. 
At the end of this period he will be paii as a Professor by the 
Council of King’s College, Newcastle upon Tyne, on behalf of 
the University and will hold an honorary appointment as Con- 
sultant with the Board of Governors. 

Applications are invited for the dual appointment, further 
particulars of which may be obtained from the undersigned with 
whom 16 copies of application should be lodged not later than 
Ist May, 1958. Candidates outside the British Isles may submit 
1 copy only. E M. BeTrenson, Registrar. 
University Office, 46, North Bailey, Durham. 


UNIVERSITY OF DURHAM (Medical School, King’s 
COLLEGE, NEWCASTLE UPON TYNE) AND UNITED NEWCASTLE 
UPON TYNE HOSPITALS. Applic va are invited for the post of 
PROFESSOR OF MIDWIFERY AND GYNACOLOGY. The 
post will carry with it an Reider appointment of consultant 
status in the Teaching Hospital Group. Salary in accordance with 
Pe oe for Clinical Professors with family allowances and 

8.8.U 

Further particulars may be obtained from the undersigned with 
whom 20 copies of applications, containing names of 3 persons to 
whom reference may be made, should be lodged not later than 
10th March, 1958. Candidates outside the British Isles may 
submit 1 copy only. E. M. BETTENSON, Registrar. 

University Office, 46, North Bailey, Durham. 

THE UNIVERSITY OF MANCHESTER. Applications 
are invited for the post of DEMONSTRATOR IN ANATOMY 
from candidates with medical qualifications registrable in this 
country. Salary scale: £850-£50-£1000 p.a. Membership of 
Children’s Allowance Scheme. 

Applications should be sent not later than 15th February, 

1958, to the Registrar, the University, Manchester 13, from 
whom further particulars and forms of application may be 
obtained. 
THE UNIVERSITY OF MANCHESTER. Applications 
are invited for the full-time post of LECTURER IN OTO- 
LARYNGOLOGY. Salary on a scale rising to £2150 om ; initial 
salary according to qualifications and experience. Membership 
of the F.S.8.U. and children’s allowance scheme. 

Applications should be sent not later than 28th February, 1958, 
to the Registrar, the University, Manchester, 13, from whom 
further particulars and forms of application may be obtained. 


THE QUEEN’S UNIVERSITY OF BELFAST invites 
applications for a LECTU yb IN PHYSIOLOGY, conse- 
geent upon the appointment of Dr. F. Whelan to the Chair of 
hysiology in the University of rE. The es will 
date from ist October, 1958 he salary wi he range 
£1300-£50-£2100 with provisions for superannuation. Initial 
placing on the salary scale will depend upon experience and 
qualifications. In certain circumstances the salary may rise to 
£225 
Applications should be submitted not later than 15th March, 
1958. Further particulars may be obtained from G. R. Cowlkg, 
M.A., LL.B., Secretary. 


COLLEGE, 








Officer grade ) required from 17th to 30th March. 
Apply to Group Secretary at above address by 12th February, 
giving full details, inc luding age, and names of 2 referees. 


NEWCASTLE REGIONAL HOSPITAL BOARD. Assis- 
TANT PSYCHIATRIST (Senior Hospital Medical Officer) 
= time at St. Nicholas Hospital, Gosforth, Newcastle upon 

yne, 3. (1200 Beds.) Candidates should normally hold a 
P.M. but applications will be considered from candidates with 
no previous practical experience in psychiatry who hold a higher 
qualification, have had wide experience in general medicine, 
including Senior Registrar posts and intend to obtain a D.P.) 
and specialise in psychiatry. The appointment is resident. 
A suitable house is available. Further particulars from Regional 
Psychiatrist. 

Applications, together with names and addresses of 3 referees, 
to the Regional Psychiatrist, Regional Hospital Board, Benfield- 
road, Newcastle upon Tyne, 6, within 28 days. 


NEWCASTLE REGIONAL HOSPITAL BOARD. Locum 
CONSULTANT OBSTETRICIAN AND GYNACOLOGIST for 
9 notional half-days per week for Tees-side Group of hospitals 
for at least 1 month from end of January, 1958. 

Applications, with names and addresses of 3 referees, to Senior 
Administrative Medical Officer, Regional Hospital Board, 
Benfield-road, Newcastle upon Tyne, 6, immediately. #4 

Senior 


NEWCASTLE REGIONAL HOSPITAL BOARD. 


CASUALTY OFFICER (medical) whole-time for Newcastle 
upon Tyne Group of hospitals—main hospital Newcastle 
General. (838 Beds.) Population covered 393,000. yn 


together with Senior Surgical Casualty Officer, will be require 
to undertake work of bus Commeay ppusetpet, subject to the 
supervision of a Senior General Physician, and also have 
duties in connection with the medical examinations of staff. 
Duration of appointment not exceeding 4 years. Salary within 
scale of £1548 15s.-£2126 5s. p.a. Appointee will be required to 
reside in close proximity to Newcastle Genesal Hospital. 
A house may be available. Further particulars from Senior 
Administrative Medical Officer. 
Applications, with names and addresses of 3 referees, to 
Senior Administrative Medical Officer, Regional Hospital Board, 
Benfield- road, Newcastle upon Tyne, 6, within 28 days. 











NEWCASTLE REGIONAL HOSPITAL BOARD. East 
CUMBERLAND GROUP OF HOSPITALS. ORTHOPAZDIC SURGEON 
(Senior Hospital Medical Officer status), whole-time or maximum 
oh art-time required for East Cumberland Group of hospitals. 
ain orthopedic, fracture and rehabilitation departments are 
gy _ the Cumberland Infirmary, Carlisle (340 Beds.) The 
rimarily concerned with non-operative work. Duties 
pe joatiede work in association with the pe gay clinics of 
the Local Health Authorities in the area and the large fracture 
clinics at the Cumberland Infirmary. Residence to be in or 
within 5 miles of Carlisle. 

Applications, together with names and addresses of 3 referees, 
to be sent to the Senior Administrative Medical Officer, 72, 
Warwick-road, Carlisle, within 28 days. 

SCOTLAND. NORTH-EASTERN REGIONAL HOS- 
PITAL BOARD. Applications are invited for the post of whole or 

maximum part-time CONSULTANT PHYSICIAN for duty 
with the Regional Geriatric Service 

Apementions, together with the names of 2 referees, should be 
forwarded by a February, ey to the Senior Administrative 
Medical Officer, 1, Albyn-place, Aberdeen, from whom further 
particulars and a form of application may be obtained. 











Hospital Services: Senior Appointments 


NORTH WEST METROPOLITAN REGIONAL HOS- 
is vr BOARD. 

CONSULTANT PLASTIC SURGEON, 7 peat days a week, 
st. charles” Hospital, Ladbroke- ‘grt w.10 (575 Beds). 

sopiications before 3rd March, 1958. 

2. CONSULTANT RADIOLOGIST, 2 half-days a week, 
West End Hospital for Neurology and Neurosurgery, Dean- 
street, W.1 (35 Beds). Candidates should have experience in 
neuroradiol 

Applications, before 5th March, 19. 

3. CONSULTANT wert CHIATRIST, 5 half-days a week, 
Cc nia. Guidance Training Centre, 6, Osnaburgh- street, N/W.1, to 
direct 1 of the Teaching Units. Applicants should be qualified 
in pase anaes Training and experience in child psychiatry 
essen’ 

(petections before 11th March, 1958. . 

ae and Clinic may be visited by direct a pointment. 

po cation forms obtainable from and returnable to Secretary, 
North W on poeta Regional Hospital Board, 114, Port- 
land-place, W.1. 
ROYAL NATIONAL ORTHOPADIC HOSPITAL, 234 
} eK —- atnest, London, W.1. Apetiontices. are invite 
for Reet of Part-time "CONSULTA T THOPZXDIC 
SURGEON AND ASSISTANT CLINICAL DIRECTOR (8-9 
coeeene), duties to commence as soon as possible after 12th April, 
Applications, stating nationality, date of birth, qualifications, 
dates and details of present and previous appointments, together 
with names of 3 referees, to be addressed to the House Governor 
not later than 26th February. 
ROYAL NATIONAL Se rere oe 234 
Great Portland-street, London, W.1. Applications vi 
for the SP ointment’ of Part-time CONS ULTANT 0 ORTHO- 
PZDIC 8 GEON with special responsibility for hand yf 
g a, duties to commence as soon as possible after 12t 

Pp: 

Applications, stating nationality, date of birth, Sy 
dates and details of present and previous appointments, together 
with names of 3 referees, to be addressed to the House Governor 
not later than 26th February. 
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SCOTLAND. WESTERN REGIONAL HOSPITAL 
BOARD. Applications are invited for the following appointments :— 
Whole-time ASSISTANT PSYCHIATRIST at Hartwood 
Mental Hospital, Shotts, Lanarkshire. ny oy (at age 32 and 
over) on the scale £1653 158.252 10s. £2126 
Temporary Whole-time ASSISTANT BACTERIOLOGIST 
at Ayrshire Central Hospital, Irvine, and with ditties in the 
— = —— appointment will be for a period of approxi- 
tely 2 Salary (at age 32 and over) on the scale 
i633 *1 5s. 32 1 10s —£2126 5s. 
pplications (16 copies), stating date of birth, qualifications, 
resent appointment, and the names of 3 referees, to 
iS aeorif Western Regional Hospital Board, 64, 
egent-street, Glasgow, C.2, not later than 30 days ‘after 
the publication of this advertisement. 
souTH EAST el assay tl REGIONAL HOS- 
L BOARD. Ap ottene are inva ted to fill a vacancy for a 
TIST (part-time, 9 notional a 
pony a week) to the Hastings ( Group of hospitals. The 
be vacant from Ist Anam, T 58. Candidates must have had A. 
experience in anssthetics and hold the appropriate qualification. 
——_ may visit the hospitals concerned. 
pply, stating nationality, age, sex, qualifications and experi- 
ence, including details of present L ointment and of war 
service, together with the names and resses of 3 
The Secretary, Advisory Ap — Committee, 
East Metropolitan Regional = ame Board, 11, Portland- 
place, W.1, not later than 22nd February, 1958. 
SHEFFIELD REGIONAL HOSPITAL BOARD. Whole- 
time or maximum Part-time CONSULTANT RADIOLOGIST 
required for the Rotherham Group of hospi 
Application forms and further details from the Souter Adminis- 
trative Medical Officer, Sheffield Regional Hospital B Old 
er ae road d, Sheffield. Forms to be Cotumned by 24th February, 
SHEFFIELD REGIONAL HOSPITAL BOARD. Whole- 
time or maximum Part-time CONSULTANT RADIOLOGIST 
required. Duties mainly in hospitals in 1, Mansfield area. 
«Application f forms and further details fro — A ra- 
tive Medical Officer, Sheffield Regional Hospital Board, = 
7 a -road, Sheffield. Forms to be returned by 24th February 
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SHEFFIELD REGIONAL HOSPITAL BOARD. Whole- 
time ASSISTANT RADIOLOGIST for Leicester Royal Infir- 
mary and Leicester General Hospital. The successful candidate 
will work under the direction of the Consultant Radiologist in 
Charge and will be required to reside within 10 miles of Leicester 
Royal Infirmary. Candidates should possess a diploma in 
Radiology. Salary scale £1653 15s.-€£52 10s.-€2126 5s. p.a. 

Application forms and further details from Senior Administra- 
tive Medical Officer, Sheffield Regional Hospital Board, Old 
a Sheffield. Forms to be returned by 3rd March, 
AUSTRALIA. THE ROYAL MELBOURNE HOSPITAL 
invites applications from Tyg qualified medical practitioners 
for appointment as SURGEON TO OUTPATIENTS. This is an 
honorary appointment, and carries full membership of the 
Medical Staff. Appointment is for a period of 5 years, but the 
A pe will be eligible for reappointment at the end of that 
period. 

Applications, on the prescribed form obtainable from the under- 
signed, close 14th March, 1958. Further details are obtainable 
from the Medical Superintendent. 

AFTON MoRcOM, Manager. 


Hospital Services: Junior Appointments 


BATTERSEA GENERAL HOSPITAL, Battersea Park, 
8.W.11. HOUSE SURGEON/C ASUALTY OFFICER. Com- 
bined post. Resident. Vacant early February. House Officer 
grade, not pre-registration and not recognised for F.R.C.S. 

Apply, enclosing copies of 2 recent testimonials, to Hospital 
Secretary, with whom arrangements can be made to view the 
Hospital. 
BROMPTON HOSPITAL, 8.W.3. Applications invited 
for the post of NON-RESIDENT HOUSE PHYSICLAN for 
which there are 3 vacancies, for 6 months from Ist April, 1958. 
Duties include work in Outpatient Department and wards. 
Salary at the rate of £577 10s. p.a 

Applications, stating age, qualifications with dates, nation- 
ality and ap HF. © held, together with copies of testi- 
monials, by 8th February, 1958, to KENNETA A. F. MILES, 
House Governor. 

CONNAUGHT HOSPITAL, Walthamstow, €.17. (123 
Beds.) HOUSE PHYSIC n’ required for a period of 6 months. 
Post vacant 8th March, 1958 

Applications, with full details and copies of 2 recent testi- 
monials, should be sent immediately to the Secretary, Forest 
Group Hospital Ma nt Committee, Langthorne-road, E.11. 
DULWICH HOSPITAL, East Dulwich-grove, 8.£.22. 
HOUSE SURGEON (general surgical duties) required from 
lst February. Recognised pre-registration post. 

Apply, giving age, qualifications and ng me (if any) with 

copy testimonials or names of 2 referees, to G a. Secretary, 
Camberwell Hospital Management ( ‘ommittee, Dulwich Hospital, 
as soon as possible. 
EASTERN HOSPITAL (Fevers), London, E.9. Applica- 
tions are invited for the resident post of SENIOR HOUSE 
OFFICER. The post, which offers good opportunities for post- 
graduate study, is for 1 year in first instance. Duties may include 
some work in Chest Unit and E.N.T. Department. 

Applications should be sent to the Group Secretary, Hackney 
Hospital, E.9, quoting EH /SHO 
ELIZABETH GARRETT ANDERSON HOSPITAL, Eus- 
ton-road, N.W.1. (ROYAL FREE HOSPITAL GROUP.) Applications 
are invited from pre-registration and registered Women medical 
practitioners for the post of OBSTETRIC HOUSE SURGEON 
On ger for the M.R.C.O.G.). Duties to commence Ist March, 
1958. ppointment for 6 months. Salary in accordance with 
Minist Health scale for House Officers 

Appl pasions, with copies of 3 recent testimonials, to be sent 
to the Secretary, Elizabeth Garrett Anderson Hospital, by 
llth February, 1958. ary 
FOUNTAIN GROUP HOSPITAL MANAGEMENT COM- 
MITTEE. SOUTH WEST METROPOLITAN REGIONAL HOSPITAL BOARD. 
SENIOR PSYCHIATRIC REGISTRAR required for duty in 
the above oe which comprises some 80 00. Beds Beds for mental 
deficiency, mainly for children. There is an Outpatient ne a 
ment and a considerable amount of teaching and research 
done. Possession of D.P.M. or D.C.H. omen am with a higher 
medical qualification, is desirable. rience of children’s 
diseases is an advant . Candidates may visit the Hospital. 

Application forms and further details from Secretary, Fountain 
Hospital, Tooting-grove, London, S.W.17. Completed a application 
forms should reach the Secretary by 14th February, 1 
a aed HOSPITAL, St. Dunstan’s-road, Hammersmith, 
W.6. SS ee invited for appointment as ORTHOPACDIC 
REGIS full-time, non-resident) to commence 12th 
April, 1958. Wide variety of orthopeedics and irogemetto susae purgery 
is handled in the Department. ‘ost recognised f F.R.C.S 
Candidates may visit Hospital by arrangement with Hospital 
Secretary. 

Applications (5 copies) to be submitted by 14th February, 
1958, on forms obtainable from, and returna = a Group Sec- 
retary, 5, Collingham-gardens, London, S.W.5. 0.L.) 
a HOSPITAL, per y 9. TGiewerar=eat Wess.) 

Ap lications for the 6-month residen op. ointment, now ¥: 

ASUALTY OFFICER AND HOU SURGEON (E. NC T. 5 
‘ = hould be sent to Secretary, 






































House Officer 
above address, quoting HH; 
KING’S COLLEGE HOSPITAL, Denmark Hill, 8.E5. 
Applications are invited for the post of REGISTRAR to the 
Radiotherapy Department. The appointment is a full-time one, 
tenable from Ist March, 1958, renewable annually from Ist 
ee 1958. 

Lag ye , giving details of age, qualifications and experience, 
together with the names of 2 referees, should be submitted to the 
undersigned not later than 15th February, 1958. 

S. W. BARNES, House Governor. 








GROUP LABORATORY, Mile End Hospital, Bancroft- 
road, London, E.1. Locum REGISTRAR in Pathology required 
to commence duty on 15th February, 1958. 

Applications, stating age, qualifications and experience, to be 

sent to the Secretary, Stepney Group Hospital Management 
Committee, Mile End Hospital, Bancroft-road, E.1, not later 
than 5th February, 1958. 
LONDON CHEST HOSPITAL (Country Branch). Hos- 
PITALS FOR DISEASES OF THE CHEST. REGISTRAR in Clinical 
Pathology (Registrar grade). A vacancy occurs at the country 
branch near Letchworth. The appointment is a whole-time 
one and will be for 1 year in the first instance and the holder 
may be resident or non-resident. 

Applications, stating age, qualifications with dates, and 

previous experience, together with copies of 3 testimonials, 
should reach the House Governor, London Chest Hospital, E.2, 
not later than 22nd February, 195 3. 
MEMORIAL HOSPITAL, Shooters Hill, Woolwich, 8.E.18. 
SENIOR HOUSE, OFFIC ER « A Wi De artment), vacant 
24th February. Recognised for F.R.C.S. months’ resident 
appointment and may then be renewed. Salary £819 10s. p. a., 
less £150 p.a. for residence. 

Apply to Group Secretary, Memorial Hospital, Woolwich, 

















MILE END HOSPITAL, Bancroft-road, London, E.1. (484 
Beds.) HOUSE SURGEON (pre- or post-registration). Post 
vacant 22nd February, 1958. 

Application forms, obtainable from Physician-Superintendent, 
to be returned by 7th February, 1958, with copies of not more 
than 3 testimonials, 

MOTHERS’ HOSPITAL (Saivation Army), London, E.5. 
(Maternity, 110 Beds.) Applications for the 12-month resident 
appointment, vacant Ist March, of SENIOR HOUSE OFFICER 
(obstetrics) (recognised for M.R.C.O.G.) should reach Group 
Sera: Hackney Hospital, E.9, by 10th February, quoting 








NATIONAL HOSPITALS FOR woo genet ol DiSEREES. 
Applications are invited from Eogistene cal yung 
for the appointment of NON-RES DENT HOUSE NYSICIAN 
at The National Hospital, Queen-square, W.C.1, to commence 
lst May, 1958. There are 2 vacancies. These ts carry the 
wow Say Senior House Officer. The appointments will be for 6 
months. 

Applications, with names of 3 referees, to be sent to the 
undersigned not later than 21st February, 1958. 

H. Ewart MITCHELL, Secretary to the Board of Governors. 

The National Hospitals for Nervous Diseases, 

Queen-square, W.C.1. 

NATIONAL npg at oh ge oll FOR Ran, pe: DISEASES. 
Applications are invited medical practitioners 
for the oe of rats vey (whole-time) to the 
Lysholm Department at The National ——, ab ons 
square,ito commence approximately Ist cag 195 

usually carries the e of Senior trar. Ap e. nehoald 
hold a Diploma in ostic Radiology and have had experience 
in general radiology. The appointment will be for 1 year in the 





Ap lications, with names of 3 referees, to be sent to the under- 
signed not later than 21st February, 1958. 

H. Ewart MITCHELL, Secretary to the Board of Governors. 

The National Hospitals for Nervous Diseases, 

Queen-square, London, W.C.1. 

ey toy Bye weAdogg Samson-street, London, E.13. 
(211 Beds Ave cations are invited for the copciaimnent of 
RESIDENT HOUSE OFFICER (post-registration or 
tration second post) for 6 months commencing Ist Ap: PigSs. in 
the Chest Unit and Infectious ‘_r Unit. Some expe: 
diseases of the chest desirable. medicine, offers good hn 
tunities for experience in ~ vl. me 

Applications, with copies recent imonials, to Hospital 
Secre' by 12th February: 
EN ELIZABETH HOSPITAL FOR 1 
ackney-road, E.2, Shadwell, E.1, BANSTEAD, SURREY. HOUSE 
OFFICER appointment for 2 consecutive periods of 6 months 
commencing ist April, 1958, first peri House Physician, 
Hackney-road, second period House Surgeon, Hackney-road (3 
months) and re asualty Officer, Hackney-road (4 months). 

Application — may be obtained from the Secretary at 
Hackney-road, and should be returned with copies of not more 
than 3 ee one not later than 15th February, 1958. 
ROYAL NATIONAL bt hla oat eg 4 Beni may 234, 
Great Portland-street, Londo Applies 
for the appointment of SENIOR O ORTHO PEDIC REGISTRAR 
(full-time), non-resident, duties to commence as soon as ible. 
Applicants must be Fellows of one of the Royal Co! of 

Surgeons. During the tenure of office 1 year ma, - it at the 
Luton and Dunstable Hospital and 6 months at ital for 

Sick Children, Great Ormond-street. In Ls event of a Registrar 
of the Royal "National Orthopedic Hospital being oo to 
the above vacancy, there will be a vacancy for mgt ond 
of Registrar and applicants may, therefore, coply A e 


Post. 

PA pbliestbone tb be received not later than 2ist February. 
Forms of application can be obtained from the House Governor, 
234, Great Portland-street, London, W.1. 

ROYAL NATIONAL Rha oc NOSE AND EAR HOS- 
Farle Gray’s Inn- W.C.1, and | pene ayy a a: 3 —_ 
associated the Institute of a base yf 
Waivers of London). GENERAL CTrTT ON 
NIC w snows bap hay and OUTPATIENT Foacae oes 

e those engaged in 
r 2 sessions weekly over ”% period 0 











These appointments 
are able to attend 


months commencing in March, 1958, the opportuni y of widening 

their clinical me gy in the 

the holders will be pS. Fy) patient 

Assistants with remuneration under a 10 (b) of the 
National | ealth Service terms and condit if 

Further particulars may be obtained from the House Governor. 


39 


ity. the yor p of 3 months 
Outpatien’ 


ee ev Ped 


AF Loe HG 
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SOUTH LONDON HOSPITAL FOR WOMEN AND 
CHILDREN, Clapham Common, 8.W.4. Applications are invited 
from pre- registration and registered Female medical practitioners 
for the appointment of HOUSE SURGEON. Vacant sri Jon, 
1958, for a period of 6 months. 2° for the F.R.C 

Forms of application from the Hospital Secretary. 
SOUTH WESTERN HOSPITAL, Landor-road, London, 
S.W.9. RESIDENT HOUSE SU RGEON (Senior House Officer 
grade) required to take charge of 32 surgical beds under the direc- 
tion of the Surgical Consultant of Lambeth a ital, Kennington ; 
also to work under the E.N.T. suppose t the South Western 
Hospital. Post recognised for the F.R.C. . Vacent 2ist February. 

Form of application from the Hospital: Secretary to be returned 
by 15th February, 1958. 
SOUTH WESTERN HOSPITAL, Landor-road, 8.W.9. 
Applications are invited from Women candidates for the post of 
HOUSE SURGEON (pre-registration) at the above Hospi 
Vacant 22nd yebwaasz. 1958. Duties include general s and 
the successful candidate will also be required to relieve the 
House Surgeon at the Annie McCall Maternity Hospital. 

Application forms from the Hospital Secretary to be returned 
by 14th February, 1958. 











ST. GILES’ HOSPITAL, Camberwell, 8.E.5. House 
SURGEON (orthopedic duties) required. Pre- or post- 
registration post. 

Apply, giving age, qualifications and previous posts (if any), 


with copy testimonials or names of 2 referees, to Group Sec- 
retary, Camberwell Hospital Management Committee, Dulwich 
Hospital, S.E.22. 
ST. THOMAS'S HOSPITAL, London, 8.E.1. Registrar 
to the Chest Department for a period of 1 year in the first instance. 
Apeensions, naming 2 referees, to the Clerk of the Governors 
by 7th February, 1958. 
8ST. THOMAS’S HOSPITAL, London, 8.E.1. Senior 
REGISTRAR to the Ophthalmic Department required for a 
pares of 1 year in the first instance to carry out 6 sessions per 
wee! 

Applications, including names and addresses of 2 referees, 
to the Clerk of the Governors by 10th February, 1958. Candi- 
dates may be required to attend for interview on 12th February. 
ST. THOMAS’S HOSPITAL, London, 8.E.1. Locum 
SURGICAL REGISTRAR (1 vacancy ) for approximately 1 

ear. There are 4 Surgical Registrar posts at St. Thomas’s and 
the Group, which are interchangeable, 2 of them being resi- 
bag = and 2 non-resident. 
Aeon. atmos 2 referees, to the Clerk of the Governors 
by 7th February, 1958. 
WwEesT MINSTER HOSPITAL, St. John’s-gardens 
Applications invited for post of RESEARCH a SISTANT | in 
Cardiac Department (Medical red status) for 1 year in 
first instance from Ist April, 1958. 

ay na £ . with names of 3 referees, to House 
Governor b 
west HOSPITAL. Applications invited for 
post of REGISTRAR to Department of Chemical Pathology 
Ware square Laboratories) for 1 year in first instance from 

s' 

‘Applications (5 

















copies), with names of 2 referees, to Secretary, 
boratories, Vauxhall Bridge-road, S.W.1, by 


WHIPPS CROSS HOSPITAL, Leytonstone, E.11. Leyton- 
STONE (NO. 10) HOSPITAL GROUP. Applications are invited for the 
post of HOUSE mhog nme’ oo gl (post or pre-registration), general 
mosis, at above ital, vacant 2lst March, 1958. 
pplication forms Hi cshaianble from the Hospital Secretary to 
rolerned by 10th February, 1958. 
WHITTINGTON HOSPITAL, Hig —— London, N.19. 
Locum Tenens SENIOR MEDICAL REGISTRAR (general 
medicine), non-resident, required 4 17th February, 1958, for 
3 months in the first instance. Must have had et pee in 
medical department and should hold higher m fications. 
Apply Medical Superintendent (ARC. 3070. Ext. 440). 

— GEN AL PITAL oard anage- 
MENT. plications are invited for the appointment of a 
REGISTE PR in A. ry with duties in the Aberdeen Royal 
ospitals. The post is a whole-time - 

Salary and conditions of service 
accordance with the 1m - issued by the Department of Health 


for Scotland. 

Applications, giving details of qualifications and expe! 
with the names of 2 referees, should be lodged with t 
Aberdeen General Hospitals, P.O. Box No. 92, 62, 
Aberdeen, within 14 days of the appearance of this 
ASHFORD HOSPITAL, Ashford, Middiesex. 
STAINES GROUP HOSPITAL MANAGEMENT COMMITTEE. 
RESIDENT HOUSE PHYSICIAN for general medical duties. 
6-month appointment, vacant 8th March, 1958. Preference 
given to pre- ration candidates 

Applications, stating age, qualifications | and experience, with 
copies of up to 3 recent testimonials, Medical Director of 
Hospital. 

BARNSTAPLE. NORTH DEVON INFIRMARY. 
pose.) HOUSE PHYSICIAN (pre-registration) req 
are 

Applications, naming 2 referees, to Group Secretary, 19, 

lexandra- road, Barnstaple, N. Devon 
BATLEY. THE GENERAL HOSPITAL. 
invited for the post of SENIOR HOUSE Ry + 
for F.R.C.S.) which is now vacant. Leosttat % is entirely 
surgical and deals with ee hE surgery, opht 
ology and E.N.T. This post primarily for ortho) and 

T. but is the senior resident péet in the hospital. required, 
married accommodation can be made available. 

Detailed oe including names of 2 referees, must be 
oom ‘Seat rative Officer, The General Hospital, Carlinghow 
’ ey. 














105 
in 





Tob , eke ee 


40 





BARROW-IN-FURNESS. RISEDALE MATERNITY 
HOSPITAL. BARROW AND FURNESS moqremas, Ley coM- 
MITTEE. Obstetric and Ls game gm! pepest pplica 
are invited for the resident ENIOR House OFFICER 
at the above Hospital. ‘ost available middle March, 
Hospital approved for D.Obst.R.C.O.G. 

Applications to the Group Secretary, 
Barrow-in-Furness. 





105, Abbey-road, 





DFORD @ Lt 436 
SURGEON post vacant immediately. Pre- or finn wv ng 
d for F.R.C.S. Post offers exceptional opportunities 
for a expe ical units. 
Applications, _ Rm | of testimo: 


rience in busy acute s 

, Bedford G H to be, sont tms 1 
‘01 rou osp: men’ 
D imbolton- road, Bedford. 

SaVaRLaY: YORKSHIRE. WESTWOOD HOSPITAL. 
(229 acute beds. ) ORTHOPADIC oo = SURGEON (first, 
second or third post), vacant now. Offers = que ed for 
general experience in busy acute general hospi Approved 
at a a4 y registered practitioners may apply. 

‘or 
Apply Group fe awe 

BEVERLEY, YORKSHIRE. 


ately to Geoup Gots 
mittee. 








WESTWOOD HOSPITAL. 


(229 Beds.) Locum ORTHOPADIC HOUSE SURGEON 
(Senior House Officer or House Officer grading according to 
experience ). 

Applications to Group Secretary 





BEVERLEY, YORKSH WESTWOOD HOSPITAL. 
ASSISTANT PATHOLOGIST Senior House Officer grade) 
uired for Area Laboratory. Offers experience in all branches 


req 
of pathol . 
Betailed applications to Group Sooray 
= serene g ACCIDENT HOSPITAL, Bath-row 


15 Beds and 8 House Surgeons.) HOUSE 





» 15. (2 
SURGEON (resident). Vacant end February. Hospital is 
traumatic unit in country and treats over ae 4 ay 
— each year. for purpose of “we he = 
(Eng. ). programme by consultan’ tas 


eaching 
appointment, some Pt which may be spent in ia. Sorided Medical 
Research Coun-il’s Burns Unit. 

Apply, naming 2 referees, to Administrator. 
BIRMINGHAM REGIONAL HOSPITAL BOARD. 

(1) Coventry No. 20 Group, Coventry and Warwick- 
shire Hospital, Coventry 

(a) REGISTRAR (anesthetics), Coventry and Warwickshire 

Hospital, br eg oF A. aareens specialty essential. Recognised 


F.F.A. R.C Resi 
‘ey REGISTRAR: (orthopedic surgery). Hospital of St. Cross, 
pom (156 Beds). Vacant April. Some experience of traumatic 
essential. Recognised F.R.C.S. Married accommodation 

ovelial le if require 
(2) North Stuftordehire Royal Infirmary (455 Beds). 
—— Group, Princes-road, Stoke-on- 


Whole. “A REGISTRAR in Anesthetics, Resident/non- 
er ---— of housing accomm odation). oe er 
seeeotice Recognised for D.A. and 
Medical lib: available. 
(3) Mid-Worcestershire Group, Birmingham-road, 
Bromsgrove 
Locum REGISTRAR (obstetrics/ logy). Duties 
Bromsgrove General Ley (423 ), (7 notional | half-days), 
and Dudley and Stourbridge Group (4 notional half-da ys). 
(4) olverhampton Group, The Royal ospital, 
Wolverhampton 
eee orthopeedics and traumatic surgery). The 
Royal Hospital, Wolverhampton. All types of traumatic and 
orthopeedic re prey also industrial work and rehabilitation, 
ee aes oe at a special unit of 60 beds. Married quarters 
av: 
(5) san ee nay © pce Oak) Group, Oak Tree-lane, 





Birmingham 
wie oISTRA {radiology Selly Oak Hospital (1055 Beds), 
with associated Maternity, Eye, E.N. Ss a at ectious Diseases 
Hospitals. All forms of radi ee work undertaken. 


Hospital recognised for Part 2 D.M.R.D. vob Part 1 in ad 
desirable but consideration given to holders o 
Application forms from Group ft oe by 


10th Feb , 1958. 
SIRETROHAT. THE UNITED SIRMTNOHKM HOs- 


pplications are invited for the of MEDICAL 
REGISTRAR (resident or non-resident) for duties at the General 
Hospital. tial. This offers exceptional 
ri) sistantion for clinical experience and research. In the case 
Hospital may av: 
ta system. 

Application forms ney, be obtained from Secretary, 
United Birming - oy Queen Elizabeth ‘Hospital, Bir- 
mingham, 15, and y— returned to him not than 
15th Feb: 1958. 









PITAL. 





panne gens ma le Y RDLEY ba 
URGICAL UNIT. (66 Beds.) aeaney Oy SENIOR 
HOUSE “OFFICER, No previous ~~ + Ms in thoracic surgery 
necessary. 
Applications, stating age. ane os mag oy d experi- 
ence, together with names oo of referees to be adres adarewed. to Group 
Secre Yardley Green Hospital, B ham, 


oe vee td yl an wy acs OSPITAL MAN- 
ITTEE. ital. SENIOR | ete) 
OFFICER, | 


° eurosurgery. Vacan 
occurs end i eae ere the aaa eo tenable for 6 ‘ 
12 months. The post ful surgical e and the 
ait of gent a a. working knowledge of neurological 


or F.R.C. 
ot or the asters, “Frenchay Hospital, quoting 
Ne _ 2 referees required. 
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BRISTOL. COSSHAM/FRENCHAY HOSPITAL MAN- 
AGEMENT COY MITTEE. SENIOR HOUSE OFFICER in Pathology 
required Ist April, 1958, at Frenchay Hospital (542 Beds, general 
medicine, general surgery and thoracic, neuros ical and plastic 
units for the South West). Post may be resident or non-resid 
but residence essential when on call. It provides training in all 
branches of clinical pathology. Laboratory is recognised for 
Diploma in Pathology. Some duties in connection with the 
onal Blood Transfusion Service. 

etailed applications, quoting 2 referees, should reach the 

Group Secretary, Frenchay Hospital, Bristol, by 10th February, 








BLACKBURN AND DISTRICT HOSPITAL MANAGE- 
MENT COMMITTEE. 
Royal infirmary, Blackburn 
HOUSE ot (2) required for end of January, 1958. 
Posts recognised for F.R.C.S. and approved for pre-registration 


urposes. 
Victoria seooghel Accrington (114 Beds) 
HOUSE yd RG Fe for 6th March, 1958. Post 
recognised for F.R.C.S. and approved for pre-registration 


purposes. 
Applications to Gaunp Son gg’ seeeetel Management 
Committee Office, Royal nfirmary, CS” nS 
BOURNEMOUTH (near). CHRISTCHURCH HOSPITAL, 
CHRISTCHURCH, HAMPSHIRE. (334 Beds.) BOURNEMOUTH AND 
EAST DORSET HOSPITAL MANAGEMENT COMMITTEE. HOUSE 
SURGEON (pre-registration interne) required for post becoming 
vacant on 18th March, 1958. 
Applications to the ‘Hospital Secretary. 
BOURNEMOUTH. ROYAL VICTORIA HOSPITAL, 
Shelley-road, BOSCOMBE. BOURNEMOUTH AND EAST DORSET 
HOSPITAL MANAGEMENT COMMITTEE. Applications are invited 
for the immediate appointment of GE} RAL HOUSE SUR- 
GEON. The aon is recognised for the F.R.C.S. examination 
and pre-registration purposes. 
Application to the Hospital Secretary. és are 
BOURNEMOUTH. ROYAL VICTORIA HOSPITAL. 
(494 Beds.) Bow san AND EAST DORSET HOSPITAL MANAGE- 
MENT COMMITTE iT IWS are invited for the appoint- 
ment of HOUSE P SIC. The appointment, which 
becomes vacant on 17th Sebcan, 1958, is recognised for pre- 
registration purposes. 
Applications to the Hospital Secretary. 
panna dy AND LEWES HOSPITAL MANAGEMENT 
MMITTEE GROUP HOSPITALS. (78 Beds.) SENIOR HOUSE 
OFFICER for duties in the E.N.T. Department of the above 
Gon —_a. Rawal beginning of February. Recognised for 
Applications, with details of experience, &c., ther with 
the names of 2 referees, to the % Seen Officer, Royal 
Sussex County Hospital, Brighton, 7 
BRIGHTON GENERAL HOSPITAL. lications are 
invited for the as of HOUSE st GEON =F the 
The eee Unit. alary in accordance with national scales. 
ost ope as a pre-registration appointment. Vacant 
12th Sobeness, 1958. 
Applications, stating age, qualifications, and experience, and 
ving the names of 2 referees, should be sent to the Physician- 
uperintendent, Brighton General Hospital, Eine-grove, Brighton. 
BRIGHTON, 7. ROYAL SUSSEX COUNTY HOSPITAL. 
(314 Beds.) RESIDENT PATHOLOGIST (Senior House Officer 
le) required for Area Laboratory. Good experience in all 
——— of ey » oe: : 
plications, qualifications, experience and 
2 peneeces, to te A ministrative Officer. 
BRIGHTON, 7. ROYAL SUSSEX COUNTY HOSPITAL. 
314 Beds.) Locum RESIDENT ANASSTHETIST (Senior 
ouse Officer) required at the above Hospital for 2 weeks, 
commencing 9th February, 1958. 
Applications, stating usual particulars and naming 2 referees, 
to the Administrative Officer. 
BRIGHTON. SUSSEX EYE HOSPITAL. (56 Beds.) 
HOUSE SURGEON required 11th February, 1958. 
for F.R.C.S. and D.O, Successful candidate will be considered for 
senior Rost (Senior House Officer) on completion of 6 months. 


fications, stat: ualifications and experience and 
me 2 referees, to the ka Kdministrative Officer. 


BROMSGROVE, WORCESTERSHIRE. BARNSLEY 
mane HOSPITAL (for mental and nervous diseases—750 Beds.) 

lications are invited for the post of JUNIOR HOSPITAL 

DICAL OFFICER. ae na age oe for a young man 
to study in a modern mental ital, modern treatments and 
up-to-date psychiatry. House res Remuneration will be 
in accordance with the terms and conditions of service issued 


by the Ministry of Health. 
ppationss. hegethar with the 





























Applications, stating ing, oqo and 
names of 3 referees, to th edical \Superineen 
BURNLEY GENERAL nao ee ag (641 Beds.) Resident 
HOUSE OFFICER | Sagem geo — appointment is rec 
nised as a pre- — on ae ns othe recognised for M.R.C.O. 
Subject to sat service, the successful ap plicant will 
favourably poe + ma for an obstetric appointment. Position 
vacant end of February. 

oat lications, with 2 references, to Group Secretary, Burnley 

istrict Hospital Management Committee, Burnley General 

Hospital, Burnley. 











BURNLEY GENERAL HOSPITAL. (641 Beds.) Resident 
— OFFICERS (surgical). The HK. b- are approved 
re-registration pests and rec for F.R.C.S, Subject to 


sat. actory service, the su epplionats will be favourably 
considered for appointment as a House Physician at the termina- 
— + their contract as Surgical House Officers. Positions now 
acan 
Applications, with 2 references, to Group Secretary, Burnley 
ee -_ Hospital Management Committee, Burnley General 





BROXBURN, WEST LOTHIAN. BANGOUR GENERAL 
HOSPITAL (15 miles from Edinburgh) HOUSE SURGEON 
required Ist April, 1958 (pre-registration —=, for General 
Surical pas. Salary and conditions of service in accordance 
th ons. 
Applications to Gocep fee Board of Management, 
Bangour General Hospita Brexbers, en West Lothian. 
BURY AND ROSSENDALE HOSPITAL MANAGEMENT 
COMMITTEE. BURY GENERAL site vith tn Ce are igane 
for the post of SENIOR HOUSE O y and 
Ortho ics. This post is d = the F.R.C. 
details, including nat peo age, erieletens and 
experience, with the names of 2 referees, should be forwarded 
to yb nw ong Group Secretary, Bury General Hospital, 











Bury, 

CAERPHILLY “HOSPITAL. (General hospital, 228 Bede— 
: oe som Cardiff.) HOUSE SURGEON. Post recognised 
or y 


Apply to Hospital Secretary. 
CANTERBURY. KENT AND CANTERBURY HOSPIi- 
TAL. (277 Beds.) The post of gayenal SURGICAL AND 
cEeecera’ ous SURGEON ieeore eee or third 
ost), which is recognised for the F now vacant. 
wo Lee yp hae tn with i f 2 t testimonials, to 
pplications, copies of 2 recen 
be aiinennes to the Hospital Secretary at the come Hospital. 
CARLISLE. CUMBERLAND INFIRMARY, CITY GEN- 
ERAL HOSPITAL AND CITY MATERNITY HOSPITAL. Applications are 





and cabdiiens. 


ry 
1 logy. and 
SE ni HOUSE OFFICERS. 
hopeedics. 


1 o 
1 general surgery recognised for F.R.C.S. examination), 
Appl] Pations to be A... immediately to the Group Secretary, 
Cumberland Infirmary, Carlisle. 





CARLUKE, LANARKSHIRE. LAW HOSPITAL. Sonn, 
tions are invited for the its of JUNIOR HOSPITAL AL MEDIC 
OFFICER and HOUSE SURGEON in Orthopedic Surge U! 
Law picamttel, Carluke (790 Beds). The unit consists of 1 ast 
and deals with acute orthopedic and accident work from a large 
part of Lanarkshire, and offers excellent e 

Applications, ft full details, should be submitted to the 
Group dical Superintendent, Law Hospital, Carluke. 
CARLUKE, LANARKSHIRE. LAW HOSPITAL. A iS 
tions. are invited for the ~~. f SENIOR HOUSE OFFI 
(medical) for Ist February, 1 

stating age, - - and ep mnitted 
ence, ,—¥ with the names of 2 referees, should be a 
to the Group Medical Superintendent, Law Hospi 
L LANARKSHIRE. LAW HOSPITAL. Ba a 

tions are invited for the post of RESIDENT HOUSE SU EON 
( a. or Dost ‘Semen for the 6 months commencing ist 











= S to the Group Medical “ames of Fel Law "should be 
e. 
"las Beds.) wuss be a Sood GENERAL HOSPITAL. 





) WEST Ww PITAL MANAGEMENT COMMITTEE. 

A. tions are invited for for the of Pre- Ay <tr HOUSE 

3 ICER (surgical) (recognised by the Royal eaeneet Sameeas, 
and for pre- ration service), hich will become vacant on 


og pomenee?, mo paeey and conditions of eorviee a as laid down 


e Ministry of Heal 

nf plications aeinan qualifications, experience and 
nationality, with names sage tual of 3 referees, to the Group 
Secre’ , West Wales Hospital Management Committee, 
G , Carmarthen. 
CARMARTHEN. WEST WALES pope d HOSPITAL. 
(188 Beds.) WEST WALES HOSPITAL MANAGEMENT COMMITTEE. 
Applications are ies for the post of SENIOR HOUSE 
OFFICER (surgical) (recognised by the Royal College of Sur- 
geons), which is on | vacant. - and conditions of service 
as laid down by the Ministry of Health. 
Applications, stati i qualifications, czperienee. nation- 
ality, arid names an dresses of to the Liven 

Shonen West Wales Hospital Bae mt Committee 
G , Carmarthen. 
a ieee i byte g cota ry MARY’S HOSPITAL 
dren’s hospital fg 550 *peds.) 

uired to a firm com 


FOR tot meral c 

RESIDENT T MEDIC L REGISTRAR req 

prising 180 Beds acute (60 Beds), polio- 

myelitis, rheumatism ond ng-stay wards and with certain 

medical administi ities. 

, Applications, on forms obtainable from the Group Secretary, 
be returned immediately. 


CARSHALTON, SURREY. ST. HELIER HOSPITAL. 

CASUALTY OFFICER (Senior House Officer). Post recognised 

wt Fane. stating age ay Pr if ti d experience, 
ications, » 7 cations and @: 

copie of testimonials and "the names of 2 referees, , should be 


Spplcations are invited RSGEX HOSPITAL, (0) eed 
ions are ‘or 0! 
sokowe ._ Pre- post. The post offers good surgical 
eae” for the F F.R.C.S. 

Applications, together with 2 recent testimonials, to the 
Secre' , Chelmsford Hospital Management Committee, 
London-road, ‘ord 


CHERTSEY, SURF RT SURREY. ST. PETER PETER'S HOGPITA TAL (late a 
oe a og ‘ark War Hospital). (430 Beds.) Locum GENE 
SURGICAL REGISTRAR required from 17th suleuney’ & 


9th March, 1958, 























Applications to Physician Superintendent, St. Peter’s Hospital, 
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CHERTSEY, SURREY. ST. PETER’S HOSPITAL (is ate 
pore he Park War Hospital). (430 Beds.) wom ys HOUSE 
ouse Officer or Intern 1 for 
0 Beds) and E.N.T. (a proximately 14 Beds) 
ag in accordance with terms and conditions 
of National Health Service. Post vacant 1st February, 1958 
< plications, together with names and addresses of referees, 
hysician-Superintendent, St. Peter’s Hospital, as soon as 


EO cal (30 B 








ahs, 
CHELTENHAM GENERAL HOSPITAL. (220 Beds.) 
HOUSE SURGEON required (pre- or post- ration). 


Vacant now. The post offers a wide experience general 
surgery, ology, and orthopeedic surgery. Post recognised 
for the F. 4 8. 


Applications, with names of 2 referees, to be sent to Secretary, 
General Hospital, Cheltenham. 
CHESTERFIELD ROYAL HOSPITAL. House Physician 
(Senior House Officer fede) reg req uired mid-February at the above 
Hospital for 54-Bed dical Unit. Post offers good experience 
in general medicine, and in pediatrics, diabetics, and dermatology. 
National and conditions. 

Further particulars obtainable on request from the Group 
Secretary, Chesterfield Hospital paagannans, Committee, to 
whom applications should be submitted immediately. 


CHESTERFIELD. SCARSDALE HOSPITAL. Applications 
are invited for the post of JUNIOR HOSPITAL MEDICAL 
OFFICER for Geriatric Unit and for duties at Penmore Hospital. 
Full Consultant services. Excellent scope for doctor interested in 
this specialty. House available on service tenanc 

Applications, giving full particulars, with t eo names of 3 
referees, to Group Socsetary. C hesterfleld Hospital Management 

0 











Committee, at pte D yal Hospital 

CHESTER-LE-STREET, Co. DURHAM. Ngo 
HOSPITAL. HOUSE SU RGEON (general surgery). Agrsored 
pre-registration appointment, and recognised under the F.R.C.S 


regulations. 
Apply, with names and ad 
Secre’ , Dryburn Hospital, Durham. 
COLCHESTER GROUP HOSPITAL MANAGEMENT 
COMMITTEE. oie lications are invited for 
Essex County eon. Geacheater piss Beds) 
Post of HOUSE. SUR Recognised for F.R.C.S. 
First, second, third or pre-registration post, tenable for 
6 months. 
St. Mar 
Post of 8S 
Officer) for Geriatric Unit. 
medical and surgical patients accommodated at 
duties at Essex County Hospital (general medical). 
= 6 or 12 months. esident. 
Applications, with copies of 3 testimonials, 
Cole — a Management Committee. 14, 
e, 
CREWE lag DISTRICT MEMORIAL HOSPITAL. (108 
Beds—acute, and continuation 32 Beds.) SENIOR HOUSE 
OFFICER (casualty) required. Approved for F.R.C.S. Vacant 
March. Modern well equipped department. Whitley Council 
scale and conditions of service. 
Applications, stating age, ae ualifications, &c., with names of 
2 referees, to reach the Group retary, South Cheshire Hos 
Management Committee, Barony Hospital, Nantwich, Ches: 
not later than 8th February, 1958 
DERBY. DERBYSHIRE ROVAL INFIRMARY. (416 Beds.) 
SENIOR HOUSE OFFICER (orthopeedic ). m. e- 
anit Rec d for 6 months’ “ uns training for 


F.R.C.S. 

Apply, giving full details and 2 names for reference, to 
Secretary. 
DERBY. DERBYSHIRE ROYAL INFIRMARY. 416 


Beds.) HOUSE PHYSICIAN (pre-registration) or SENIOR 
HOU be OFFICER (general medicine). Vacant late February. 


Post vacant Ist February, 1958. 
dresses of 2 referees, to Group 





‘s Hospital, Coichester 

NIOR HOUSE OFFICER (Resident Medical 
Includes duties in connection with 
hospital and 
Post tenable 

















Apply, stating full details with copies of 2 testimonials, to 
Secretary. _ 
DERBY. DERBYSHIRE ROYAL INFIRMARY. 416 


“HOUSE SURGEON (pre- registration) or SEN OR 


HOUSE OFFICER neral s 2 posts v 9th and 
1 March. Recagueed for F. R as. if held by Senior House 


cer. 
Apply, stating full details, with copies of 2 recent testimonials, 
Secretary. 


to § 
DERBYSHIRE HOSPITAL FOR OMEN, 


DERBY. 
FRIAR GATE. HOUSE SURGEON (pre-registration) or SENIOR 
cology) required. Recognised fo 


HOUSE OFFICER 
M.R.C.O.G. in gynseco 

Apply, stating full de is. whh © opies of 2 recent testimonials, 
to Hospital Secretary, Derbyshire Hospital for Women. 


DUDLEY, ph np hota AND DISTRICT HOSPITAL 
GnoUR, BIRMINGHAM RE 
e (114 Beds) 


e Corbett Hospi tal, ; Stourbrid 
HOUSE OFFICER feurgical). pre-registration. Post vacant 
now. 
Wordsle Hospital, near Stourbridge (478 Beds) 
HOUSE OFFICER (surgical), pre-registration. Post vacant 
now. 
Prestwood Sanatorium, near Stourbridge (199 Beds. 


Tuberculosis) 
Locum JUNIOR = Ee MEDeOals OFFICER, resident, 
required for a period of 
asely Group Secretary, Guest “Hospital, Dudley, Worcs. 
Baan HOUSE SURGEON requester eaten, peaainne 
s. req ‘or lent, pre-) - 
tion now vacant and tenable for 6 months. Recognised for 
F.R.C.S. examinations. 
Applications, stati 
testimonials, to Group 








ther with copy 


age, qualifications, 
ospital 


retary, West Dorset 


ment Committee, Damere- road, Dorchester, Dorset, imm 
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DORCHESTER, DORSET. ame ee ey ws “ap 
MANAGEMENT COMMITTEE. (1030 mental beds Apruee 

invited for the post of JUNIOR HOSPITAL MEDI L OFFICER 
at Herrison Hospital, pcs ang Dorset. The post offers o 
tunities of gaining perience in all branches of Psychiatry. 
Salary £852 10s. w£55-£1182 10s. p.a. Post subject to Whitley 

Council conditions of service and superannuable in peed: vam 4 
with the National Health Service Gapernqenaties) regulations. 

a nee rey age egy for a single officer. 

Applications in wri pre details of . qualifications, 
and experience, to = Superintendent as soon as 
possible. 
DEWSBURY. THE GENERAL HOSPITAL. eo 
are invited for the Seeate vacancy of HOUSE OFFICER 
(general surgery and E.N.T.). 

A —— giving full details, to the Administrative Officer 


at the Hospit 

EAST GRINSTEAD. QUEEN VICTORIA HOSPITAL. 
RESIDENT HOUSE OFFICER, Male or Female, required imme- 
diately for General Hospital. Appointment for 6 months in first 
for pre-registration purposes, and for 








stating age, “and experience, with names of 3 referees, 





to Apply, st Secre 
EDGWARE GENERAL HOSPITAL, Edgware, Middlesex. 
RESIDENT GYNACOLOGICAL HOUS SURGEON for 


. 6 months’ appointment. Post vacant 28th 
February, 1958. Recognised for M.R.C.O.G. purposes. 


Speseaitons. stating age, q ications, experience and 
enclosing co) ome of up to 3 recent testimonials, Medical 
Director of Hospital by 14th February, 1958. 





EDGWARE GENERAL HOSPITAL, Edgware, Middlesex. 
RESIDENT OBSTETRIC HOUSE SURGEON for above Hos- 
ital. 6 months’ . a. Post vacant 4th March, 1958. 
ised for M O.G. and pre-registration purposes. 

Applications, stating age, qualifications, tr and 
enclosing copies of | to 3 escent testimoni: to Medical 
Director of Hospital by 14th February, 1958. 

EDGWARE GENERAL HOSPITAL, Edgware, Middiesex. 
715 _ Beds.) RESIDENT SENIOR CASUALTY HOUSE 
FFICER re ae at above Hospital. Post vacant 15th Febru- 





aly’ Po ge recognised for F.R.C.S o. pare urposes. 
Apply, stating age, nationality, qualifications and experience, 
jn a ll er with the names and addresses of 2 referees, to Group 


Le General Hospital, by 8th February, 1958. 

TOINSURGH NORTHERN GROUP OF HOSPITALS. 
RESIDENT ANASTHETIST required for Western General 
Hospital commencing on Ist Ap 1. Salary scale £467 10s.- 
£577 10s. This post is recognised for the an in Aneesthetics. 

Applications, with names of 2 referees, to the — dical Super- 
int t, Western General Hospital, Edinburgh, 4 
EDINBURGH. ROYAL HOSPITAL FOR SICK CHILD- 
REN. Sonne an invited from registered medical practitioners 

andl p: duates for a resident appointment as 
HOUSE s ROEON ( .N.T.) for 6 months commencing Ist April, 
1958. National Health Service scale. 

Applications, stating age, qualificatio: ns and experience, and 

names of 2 referees, to be sent within 14 days to the Secretary, 
1, Rillbank-terrace, Edinburgh, 
ENFIELD, MIDDLESEX. CHASE FARM HOSPITAL. 
RESIDENT HOUSE SURGEON—third post. Vacant 30th 
March, 1958. Post provides experience and duties in general 
— and ortho ics. Post recog- 
nise 


‘Applications, with the names and addresses of 2 referees, to the 
Group Secretary, Enfield Group Hospital Management Com- 
mittee, at Chase Farm Hospital. 

ENFIELD, MIDDLESEX. CHASE FARM HOSPITAL. 
RESIDENT HOUSE SURGEON, pre- scotaretion, post. Vacant 
3rd March, 1958. Duties with general surgical unit, 
— urinary work. Post recognised by the Royal Col of 


jurgeons. 6 months’ appointment. 
Applications, — the names and addresses of 2 ss to the 











6-month appointment. 











Group Secretary, Enfield Group Hospital Management Com- 
mittee, Chase ay Hospital. 
GLASGOW, E.3. ROBROYSTON HOSPITAL. Junior 
HOSPITAL ‘MEDICAL OFFICER required. The work carried 
out consists mainly of tuberculous I ry though 
substant: ts exist for skeletal and urological iw y 
A small unit ~y acute respiratory diseases also exists, and there 


oe units for non-tuberculous eh disease and = geriatrics. 
The post is non-resident and conaiious of ——— and salary are 
oS ee with Whitl p bo: Crt rr 

lications in writing should be le as s00n as possible to 
the’ ysician-Superintendent. 
GREENOCK. GATESIDE INFECTIOUS DISEASES 
HOSPITAL. BOARD = MANAGEMENT FOR ay Poy bn 
as HOSPITALS. paeteetione « oe invited 


edical intments. «) i ESTDENT 
SUNIOR HOSPITAL, M MEDICAL OFFIC ERS. 





ence offered in the osis and Bh ie of ietectiows —_ 
including v: . Well equip: clinical laboratory. 
The appointmen ts will be subject to > the: ational Health Service 


(Scotland) (superannuation) regulations. 

Applications, giving details of age, experience, and qualifica- 
tions, together with copies of 3 recent testimo’ , or names of 
referees, should be forwarded to the Group Secretary and 

bp eee . 47, Eldon-street, Greenock, within 14 days from date 
o 


onimsBy GENERAL HOSPITAL. Applications are 
vited for CASUALTY ago =: (Senior House Officer ie) 
ey some E.N.T. duti 


on 








of the department is a Senior Casualty Officer an 
2 Senior ouse cers. Up-to-date medical library and 
facilities available. 


Hovhel Ses ications, — names and addresses of 2 referees, to 
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HALIFAX. ROYAL HALIFAX INFIRMARY. Senior 
HOUSE OFFICER in Anesthetics required. Post recognised 
for F.F.A.R.C.S. and D.A. Salary £819 10s. p.a. less £150 p.a. 


for board residence, &c. 
Applications to be forwarded to the Group Secretary, Royal 


Halifax Infirmary, Halifax. 


HULL. VICTORIA HOSPITAL FOR SICK ene, 
Park-street. HOUSE SURGEON required imm <@ 
nised for D.C.H. An ~~~ ay oad varied post whic includes 
outpatient and casualt ork. 

Applications, toget ay O with details of experience, testi- 
monials, &c., to the Hospital Secretary. 





HAREFIELD HOSPITAL REGIONAL THORACIC SUR- 
GICAL UNIT, HAREFIELD, MIDDLESEX. NORTH WEST METRO- 
POLITAN REGIONAL HOSPITAL BOARD. Applications are invited 
for the post of SURGICAL REGISTRAR to the Harefield 
Thoracic Surgical Unit which serves the North West Metro- 
politan Region. In the Hospital there are 90 Beds for non- 
tuberculous surgical chest conditions and 3 360 Beds for tuber- 
culosis. The appointment thus affords a wide experience in all 
—_ of thoracic surgery. Candidates Pate have had previous 

cal oe rience and preference will be given to candidates 

a higher r surgical qualification. The appointment will be 
hold in the first instance for 1 year. 

Application forms obtainable from and returnable to the 
Group Secretary, Harefield and Northw Group Hospital 
Management Committee, Mount Vernon Hospital, Northwood, 
Middlesex, by 11th February, 1958. 

HASTINGS AND ST. LEONARDS-ON-SEA. BUCHANAN 
HOSPITAL. (91 Beds.) HOUSE SURGEON required for gynzco- 
ogical beds (32) in hospital for rant ee and Sh yirny-@e7 
patients only. Appointment recogn' for C.0.G. 
vacant 24th February, 1958. Carfiaates for pre-registration 
service (surgery) can be considered. 

Applications, giving names and addresses of 3 referees, to be 

sent to the Hospital Administrator. 
HASTINGS. ROYAL EAST SUSSEX HOSPITAL (150 
Beds.) Applications are invited for the post of CASUALTY 
AND ORTHOPAZDIC HOUSE SURGEON, 1 of 2 similar 
er graded Senior House Officer. Post vacant 22nd February, 
1 








Apply, with 2 testimonials or the names of 2 referees, to the 
Hospital Administrator. 
HASTINGS. ROYAL EAST SUSSEX HOSPITAL. (150 
Beds. ) Applications are invited for the post of HOUSE 
SURGEON rag? A E.N.T..—pre- pany oyrnes vacant on 20th 
February, 1958 his Hospital is the main surgical hospital 
in = ae area and the post offers excellent experience. 
pply with 2 testimonials or the names of referees, to 

Hosp tal Administrator. 
HEREFORD. COUNTY HOSPITAL. (339 Beds.) House 
ore 7 gaa hl required immediately. Hospital recognised 
‘or Ss 

Applications, with copies of 2 recent testimonials, to Medical 
Superintendent, County Hospital. 
HERTFORD COUNTY HOSPITAL. (171 Beds. Hospitai 
situated 21 miles from London.) Applications are invi for 
the sopentnnas of HOUSE SURGEON (general surgery, 
gynecology and obstetrics). First or second post. To commence 
as vit as possible. Pre-registration post ; recognised under 
F.R.C.S. regulations. 

Applications to Group Secretary, Hertford oouttel Manage- 
ment Committee, C ~~ fl Hospital, Hertford, 
HILLINGDON HOSPITAL, Uxbridge. Middiceex: (621 
Beds.) HOUSE SURGEON for Ophthalmic and E.N.T. Depart- 
ments. Duties include inpatient poe outpatient work and 
operative eee in both specialties 

Apply, stating age, Sa madguuenities and experience, 
together with copies of not more than 3 recent testimonials, to 
Medical Director by 10th February. 
HOUNSLOW HOSPITAL, Staines-road, oo Li 
DLESEX. (81 Beds. General acute.) NORTH WEST METROPO 
REGIONAL HOSPITAL BOARD. RESIDENT SURGICAL REGIS. 
TRAR ih uired for 1 yedr in the first instance. for 

F.R.C.S ‘ost vacant early March. Candidates may visit the 
Hospital by direct appointment with the Hospital Secretary. 

Application forms obtainable from, and returnable to, the 
Secretary, Staines Group Hospital M. ment Gommittoe 
Ashford Hospital, London-road, Ashford, iddlesex, not later 
than llth February, 1958. 
HUDDERSFIELD ROYAL INFIRMARY. (285 Beds.) 
HUDDERSFIELD HOSPITAL MANAGEMENT COMMITTEE. Applications 
are invited oan 5 rovisionall | pares medical practitioners 
for the post of HOUSE _~ SICIAN, te commence duties on 
Ist March, 1958. bUsE in accordance with national scales. 

Applications, together with copies of 3 recent testimonials, to 

addressed to the undersigned as as = 


JOHN 
retary to the Senapennans Committee. 
The Royal atime Huddersfield. 
HUDDERSFIELD ROYAL INFIRMAR siete. 
HUDDERSFIELD HOSPITAL MANAGEMENT COMMITTEE Use 
SURGEON required to commence duty immedia‘ o 
is rec d as a pre-registration ap a aN - 
he F.R. Cs S. Salary in accordance with natio: 
ee together with copies of 3 eh *festimonials, 
dressed to the erates | as soon as possibl 
J. JOHNSON, 
Secreta: - the Management Committee. 
The Royal Infirmary, Huddersfield, 
Lia". A GROUP HOSPITAL ANAGEMEN 
ue are invited for the post of SENIOR 
HOU 1SE OFFICER in the E.N.T. Department of the Victoria 
Hospital for Sick Children and the Hull Royal Infirmary. The 
» which is now vacant, is recognised for the F.R.C.S. and 


-L.O. 

Applications, with testimonials, should be sent to the Hospital 
Secretary, Victoria Hospital for Sick Children, Park-street, Hull. 
HULL. KINGSTON GENERAL HOSPITAL. ~ 19 Beds.) 
HULL A GROUP HOSPITAL MANAGEMENT COMMITTEE. lications 
are invited for the post of SENIOR HOU oe PH SICIAN. 
There are 2 Junior House Physicians. Residen 

Applications, with full Behm eam nanny to the Hoepital Secretary. 





























ILKLEY. MIDDLETON HOSPITAL. (430 Beds.) Resident 
SENIOR HOUSE OFFICER (surgical) required for Major 
Thoracic Surgical Unit at the above Hospital. 

Applications, stati age, nationality, qualifications and 
experience, to Hospital Secretary. 
TPSWICH AND EAST SUFFOLK HOSPITAL (Angiesea- 
ROAD WING). (356 Beds.) Applications are invited for 2 pe of 
HOUSE SURGEON to Consultant General S The 
posts are recognised for pre-registration and for the ¥. RCS. 


examinations. 
Applications, with copies of recent testimonials, to Hospital 





IPSWICH ae A — SUFFOLK HOSPITAL, Anglesea- 
ROAD WING. A + por) Applications are invited for the post 
of HOUSE SURGEON to the E.N.T. and Ophthalmic Depart- 
recognised for pre-registration and for the 





teckPBlications, ving full pat ae and copies of recent 
nontaie. to Hosp 

iPewicH AND EAST SUFFOLK HOSPITAL, Anglesea- 

ROAD WING. (356 Beds.) Applications are invited for the post 

of HOUSE at a pena to ned dings meg and Orthopedic Depart- 

~~ lication th i t arg imonials, to the H 
tag: conten @ o' veceat timo’ o the Hos- 

pi ital oa 


cere ING AND DISTRICT GENERAL HOSPITAL, 
THAMPTONSHIRE. Applications are invited for the of 
HOUSE SURGEON Qe vacant ist February, 
1958. Post 
Applications, stati age, experience; and qualifications, 
} =a er with copies of 3 recent testimonials, to be sent to the 
Group Secretary at the above address. 
KETTERING AND Di ict @ ERAL H ss 
CASUALTY OFFICER (Senior House Officer). 
for F.R.C.8. The post, vacant now, offers wide experience 
of -all traumatic conditions inctading fractures and some 
orthopeedic cases with cheeee 2 Beds. 
Applications, accompani: by “testimonials, to be sent to the 
Group Secretary, General Heep tal, Kette 
KETTERING por ig sag HOSPITAL, Kettering. 
Applications are invited fro medical practitioners 
for” the appointment of SENT R HOUSE O oe in 
—_ , vacant Ist March, 1958. Post recognised fo’ eae 
Applications, ther with copies of 3 recent testimonial 
should be sent to the Group Secretary, as soon as possible e¢ 
KINGE NON HOSPITAL, Wolverton-avenue, Kingston 
'N THAMES. KINGSTON oom, s emt on MANAGEMENT COM- 
MITTEE. Applications are invited from suitably BR yan medical 
officers for he of SENIOR HOUSE OFFICER (gynecology ) 
wee is eae le on ist April, 1958. The post is recognised for 


R.C, 

pe AN a. canine qualifications and experience, — 
2 resent testimonials, should reach the Physician-Superinten 
of Hospital within 7 days of the appearance of this i 
ment. 

KINGSTON HOSPITAL, Wolverton-avenue, Kingston 

UPON THAMES. sy dey S, GROUP moments, | agnes+ om pel = 

MITTEE. Applications are invited from , qu 

officers for the post of SENIOR HOUSE ror CER (orthopeede 

and casualty) ewhich is available on Ist March, 1958 and a 

similar post will be available at the end of March. The post is 
d in casualty page purposes. 

Applications, statin qualifications and cuperienee, with 
2 recent testimonials, s ould Seach the Physician-Superintendent 
of ~ Hospital within 7 days of the appearance of this advertise- 
ment. 

KIRKCALDY. VICTORIA lp ety nas 3 Pre-registration 
noe OFFICER poste ‘ts will beco; vacant as at Ist April, 
1958, 2 in My some edical Unit (65 3 Beds) under the c of 
a Consultan Physician, and 1 part-time in the Acute M 

Unit and ee -time in the pe bs Geriatric Unit (48 Beds). 

Apply, giving names of 2 os to the Medical Superinten- 

dent, Fife Hospitals Board of Management, 243a, High- 
street. Kirkcaldy. 
KIRKCALDY GENERAL HOSPITAL. House Officers 
required to commence yr at Ist April, 1958. The Hospital 
me be +o and crtpgenette and : busy Casualty 
an m partment. e qualify for pre-registra- 
tion. in accordance with faeness 

Apply, with copies of 2 recent t testimonials, pe the Medical 
Su tendent, East Fife Hospitals Board of Management, 
243a, High-street, Kirkcaldy. 

LANCASTER. ROYAL LANCASTER INFIRMARY. (240 
Beds.) RESIDENT oe OFFICER ( ical) (pre-registra- 
fon post). Successful plicant will work with 

ical Unit and attend onsultative Clinics. Post tenable for 























Ps months or F.R.C 
Applications, with names of 2 referees, to the Secretary, Royal 
r Infirmary, Lancaster. 


LEi ¥ — edie: H T 
unit, Groby-road, (328 Pet) Applica 

invited iv the Fn rn not RESIDENT SENIOR TOUS 
OFFICER ( ). Salary £819 10s. Pe. less £150 residential 
emoluments. e ap’ tment is tenable for 6 months, and mey 


be a for a er period of 6 months. Exner lence 
gained in all branehes - Lae prey o supe ud 
surge! The post is recognised for the Fellowshit 
App ications, giving wari iatiens, dates, &c., and on of 
2 recent testimonials, a, be forwarded as soon as possible to the 
Department of Thoracic Surgery at the above Hospital. 
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LEEDS REGIONAL HOSPITAL BOARD. Registrar 


vacancies. 
General /Orthopadic Surgery 

Halifax Group. 1 of 3 similar posts. Duties divided between 
general and orthopeedic surgery (180 general surgical and 81 
orthopedic surgery beds). May include some duties in the 
Casualty Department. Preferably resident. 

General Surgery 
Hull A Group. Mainly at Western and Kingston General Hos- 
itals (150 general surgical beds). Resident or non-resident. 
ecognised for F.R.C.S. May include additional duties in the 
Casualty Department. 

Applications, stating age, qualifications and details of present 
and previous appointments with dates, together with the names 
and addresses of 3 referees to the Secretary, the Joint Registrars 
Committee, Park- -parade, Harrogate, by 12th February, 1958. 
LEEDS REGIONAL HOSPITAL BOARD. Short-term 
LOCUM TENENS appointments in the Registrar grade are 
constantly available at hospitals in the area of the Board, 
particularly in the specialties of anesthetics, general medicine, 
general and orthopedic surgery, and psychiatry. 

Interested practitioners, suitably experienced, should com- 
municate with the Secretary, Joint Registrars Committee, 
Park-parade, Harrogate. 

LEEDS REGIONAL HOSPITAL BOARD. Registrar in 
Anesthetics, Huddersfield Group (approximately 225 Beds in 
the surgical] specialties). Non-resident. 

Applications, stating age, qualifications and details of present 
and previous appointments with dates, together with the names 
and addresses of 3 referees, to the Secretary, Joint Registrars 
- Committee, Park-parade, Harrogate, by 12th February, 1958. 
LEEDS. UNITED LEEDS HOSPITALS / LEEDS 
REGIONAL HOSPITAL BOARD. REGISTRAR in Neurology for 
duties divided between the Department of Neurology at The 
General Infirmary at Leeds (20 Beds) and Pinderfields General 
Hospital, Wakefield (38 Beds). 

Applications, stating age, qualifications and details of present 
and previous appointments with dates, together with the names 
and addresses of 3 referees, to the eon Joint Registrars 
Committee, Park-parade, Harrogate, by 12th February, 1958. 
LEIGH INFIRMARY, Leigh. House Surgeon, pre-regis- 
tration post. 

Applications, with names of 2 referees, to Secretary, Wigan 














we eigh Hospital Management Committee, Knowsley House, 
an. 
LICHFIELD (near). ST. MATTHEW'S HOSPITAL, 


BURNTWOOD, LICHFIELD, STAFFORDSHIRE. (1530 mental beds.) 
BURTON-ON-TRENT HOSPITAL MANAGEMENT COMMITTEE. JUNIOR 
HOSPITAL MEDICAL OFFICER (psychiatry) required. 

ident accommodation available. Facilities for taking a 
D.P.M. course at Birmingham U ey 

Applications, with 2 references, to the Medical Superintendent. 
LINCOLN a eh HOSPITAL, Sewelli-road, Linéoin. 
(200 Beds.) Appeeetiese are invited for the appointment of 
RESIDENT HOUSE SURGEON (Male or Female). This is an 
approved pre-registration post which becomes vacant in Febru- 
ary, 1958. The duties are with a general surgeon. This post 
will be followed, if satisfactory, by appointment for a further 
6 months as House Physician. 

Applications, with copy testimonials, should be sent to the 
Group Secretary, Lincoln County Hospital, as soon as possible. 
LINCOLN COUNTY HOSPITAL. =, Beds—Recog- 
nised training hospital for F.R.C.S.) SHEFFIELD REGIONAL 
HOSPITAL BOARD. Whole-time RESIDENT SU RGIC AL REGIS- 
TRAR required. Appointment for 1 year in first instance. 

Apply to Secretary, Sheffield Regional Hospital Board, Old 

‘ulwood-road, Sheffield, by 10th February, 1958, giving " 
nationality, qualifications, present and previous appointments 
with dates, naming 3 referees. 

LOUTH, LINCOLNSHIRE. COUNTY em oh pe (215 
Beds.) GRIMSBY HOSPITAL MANAGEMENT COMMITTE lica- 
tions are invited for the post of SENIOR HOU SE  OFHICER 
(surgical), vacant Ist March, 1958, at this General Hospital. 

Applications, op full details, together with the names of 2 
referees, should addressed to the Hospital Secretary. 
LOUTH, LINCOLNSHIRE. COUNTY HOSPITAL. (215 
Beds.) GRIMSBY HOSPITAL MANAGEMENT COMMITTEE. Applica- 
tions are invited for the pre-registration post of HOUSE 
OFFICER (surgical) which falls vacant Ist March next. 

Applications, giving full details, together with the names of 
2 re an aS be addressed to the Hospital Secretary. 

Lu DUNSTABLE HOSPI , Luton, Bedford- 
SHIRE. "HOUSE SURGEON, post now vacant. Tenable for 6 
months. d as pre- registration post and for F.R.C.S 

Applications as age, nationality, qualifications and ex- 
Recretar ther with copies of two recent testimonials, to the 

the Hospital. 
STONE. KENT COUNTY OPHTHALMIC AND 
AURAL 0 a aa it Beds.) MID-KENT HOSPITAL MANAGEMENT 
Apehee ons are invited for the appointment of 
SENIOR. Hou st RGEON in the E.N.T. Department of the 
above Hospital. Post vacant end of January, 1958. There are 
55 E.N.T. beds and 6 s it operating sessions each week. 
Valuable experience is available, and the is recognised for 
the purpose of the F.R.C.S. and the D.L.O. fi~— 2 will be 
ate 10s. a year, less mg ear for residential emoluments. 
Someone to the nistrative Officer, Kent County 
Sy almic and Aural Hecuitet Maidstone, Kent. 
ABS 

















TON WEST KENT GEN Lt _— 
(41. Beds. ) MID- KENT HOSPITAL MANAGEMENT 
sPhowon are invited for the oes, — post "a HOUSE 
GEON. 6 months’ appointmen ost vacant mid-January, 
1958. Salary at the rate of £467 108. 8577 i$. A deduction at 
the rate of £ de a year is made for board and lodging, and other 
ices provi 
encetines ; = be forwarded, as soon as possible, to the 
Administrative Officer at the Hospital. 


+t 





ANNOUNCEMENTS 
MAIDSTONE. WEST KENT GENERAL HOSPITAL. 
(141 Beds.) MID-KENT HOSPITAL MANAGEMENT COMMITTEE. 


Cc svar OFFICER (Senior House Officer). Recognised for 
F.R.C.S. Salary £819 10s. p.a. less £150 p.a. for board and 
lodging. * Post vacant February, 1958. 

Applications to the Administrative Officer at the Hospital. 
MACCLESFIELD HOSPITAL. (300 Beds.) Senior House 
OFFICER in Pathology (post vacant Ist March, 1958); no 
previous experience in the subject required. Post rec d 
for D.Path. ; experience in all ener ype of the subject offered. 

Apply, with names and addresses 2 referees, to Group 
Secretary, Macclesfield and District Hospital Management 
Committee, Willerby House, Cumberland-street, Macclesfield. 
MAIDENHEAD ‘HOSPITAL, Berkshire. Applications 
invited for post of SENIOR HOUSE OFFICER (medical) for 
Maidenhead General Hospital with duties at St. Mark’s and 
Isolation Hospitals, Maidenhead. Appointment for 1 year, 
commencing Ist February. 

Applications, stati age, qualifications, 








experience and 





ng 
nationality, and 3 testimonials or names of 3 referees, to 
Secretary. 
MANCHESTER. ANCOATS HOSPITAL. Applications 


are invited for the post of REGISTRAR in Medicine (Resident 
Medical Officer). Vacant 16th February, 1958. 

Applications, with names of 2 referees, by 10th February, 1958, 
to Group Secretary, North Manchester Hospital Management 
Committee, Crumpsall Hospital, Manchester, 
MANCHESTER. ANCOATS HOSPITAL. Applications 
are invited for the post of SENIOR HOUSE OFFICER in 
Medicine. Recognised for M.R.C.P. Vacant 10th March, 1958. 

Applications, with names of 2 referees, by 10th February, 
1958, to Group Secretary, North Manchester Hospital Manage- 
ment Committee, Crumpsall Hospital, Manchester, 8. 
MANCHESTER. BOOTH HALL CHILDREN’S HOSPI- 
TAL, BLACKLEY, MANCHESTER, 9. (380 Beds.) JUNIOR HOSPITAL 
MEDICAL OFFICER (resident) required for Plastic Unit and 
Regional Burns Unit (45 Beds for severe burns and scalds). 
Post vacant Ist April. £170 deducted for full emoluments. 

Applications, giving names and dresses of 2 referees, to be 
sent to Group Secretary, from whom further particulars may be 


obtained. 
BOOTH HALL CHILDREN’S HOS- 


MANCHESTER. 
PITAL, BLACKLEY, MANCHESTER, 9. Locum RESIDENT SUR- 
ER months from 


GICAL OFFIC (Registrar) required for 3 
24th February 
pte eis my to, and further particulars from, Group Secretary. 
MANCHESTER, 20. CHRISTIE HOSPITAL AND HOLT 
RADIUM INSTITUTE. SOUTH peony we hn meereres MANAGEMENT 
COMMITTEE. Applications are invited fro medical 
pon for the post of RESIDENT. SENIOR HOUSE 
FICER Gotieshereny ) at the above Hospital. Suitable 
epoca ae will be eligible for the D.M.R.T. course commencing 
Ap 


i. with full details and the names of 2 referees, to 
the Group Secretary, Withington Hospital, Manchester, 20, 


immediately. 
MANCHESTER. SPRINGFIELD HOSPITAL, Crump- 
SALL, MANCHESTER, 8. SPRINGFIELD AND ee HOSPITAL 
MANAGEMENT COMMITTEE. Applications are invited for the 
‘ pointment of JUNIOR ‘HOSPITAL MEDICAL OFFICER at 
is Mental Hospital of over 750 Beds. Period of tenure, 4 years 
- the first instance. odern methods A investigation and 
treatment are carried out. Facilities will be granted for attend- 
ance at the course for D.P.M. of the University of Manchester 
(with the . sears’ of Psychiatry of which this Hospital is 
associated ) ference given to candidates who have previous 
graces hospital and/or psychiatric experience. Accommodation 
available for a single — Terms and conditions of the 
National Health Service apply. Further particulars can be 
obtained from, and the Hospi may be visited by po Te 
with, the Medical Superintendent. 

Applications giving details of age, experience, &c., and the 
—— of 3 referees, to the Medical Superintendent as soon as 
possible. 

MANCHESTER REGIONAL HOSPITAL BOARD. South 
poy a HOSPITAL MANAGEMENT COMMITTEE. Applications 
re invited from red medical practitioners for the post of 
REGISTRAR in diotherapy at the Christie 
Holt Radium Institute, Manchester. Candi 
either the Diploma in Radiotherapy or an F.R.C.S. or M.R.C.P 

Applications, with dull details, to be forwarded to the Group 
Secretary, Withington Hospital. weet immediate! 
MANCHESTER REGION OA Resi- 
DENT SURGICAL R GISTRAR required mid- March, 1958 
for the Royal Infirm wae a busy acute hospital of 262 
Beds. Post recogn for F.R.( 

Application forms obtainable faba Group roy ot Hospital 
Management Committee Office, Royal inanee Blackburn 
MANCHESTER REGIONAL HOSPITAL AR Non- 
RESIDENT SENIOR REGISTRAR in Psychiatry “to the 
Psychiatric Unit at Crumpsall Hospital, Manc r, 8. Duties 
include attendance at Co’ chiatric clinics and _ 

































nsultant psy 
pation in treatment of inpatients and outpatients. Facilities 
gaining experience in child ee a will be afforded at 
nearby regional centre. The yy may later be 
required to rotate to other hospitals. in the area to gain wider 
experience. 

Application forms from the Senior Administrative pepe 
Officer of the Board, Cheetwood-road, Manchester, 8, to 
returned by 19th February, 1958. 

MANCHESTER REGIONAL HOSPITAL BOARD. Sur- 

GICAL REGISTRAR (resident) uired at Birch Hill Hospital, 
Rochdale. Accommodation for ied man available if required. 
Post recognised for 6 months’ F.R.C.S. experience At tenable 
-_ 1 year in first instance. 

Apply at once to Group Secretary, C guiel foo Birch Hill 
Hospital, Rochdale, Lancs, giving usual deta: 
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THE LANCET ADVERTISERS’ ANNOUNCEMENTS 
MANCHESTER REGIONAL HOSPITAL eons NOTTINGHAM CHILDREN’S HOSPITAL. (136 Beds. 
REGISTRAR in Psychiatry required at Prestwich ited for the D.C.H.) Applications are invited for the 
(3042 Beds); residential accommodation available tor le ey wz —_ 
person. All modern treatments practised and study facilities SENI HOUSE OFFICER (medical), vacant 6th March, 


granted. 

Applications, giving full details with the names and addresses of 
at least 2 referees, should be sent ” the —— Superintendent, 
Prestwich Hospital, P.O. Box No. 1, Prestwich, near Manchester, 
not later than Saturday, 8th February, 1958. 

MANCHESTER REGIONAL HOSPITAL BOARD 

THE UNITED MANCHESTER HOSPITALS. SENIOR REGISTRAR 
in Orthopedic Surgery, tenable initially in y North Manchester 
and Booth Hall and Monsall Groups of hospitals, mainly at 
Crumpsall, Ancoats and Booth Hall Children’s) 8) Hospitals. "rhe 
post is included in the onal rotation scheme and it is ted 
ne re eee successful candidate will later transfer to the Mana ester 

to continue ti 

Sie orms from the Senior Administrative atetinel 

Officer to the Board, Cheetwood-road, Manchester, 8, to 


returned by 17th Febru , 1958. 
MANCHESTER. meg oe MARSHES TER HOSPITALS. 


SAINT MARY’S HOSPITALS NCHESTER pplications invited for 
= of erg HOUSE 0 OFFICER in te trics for 12 months 
8. Previous experience in general 








msi- 
pre- 


necessary. 
a Duties involve clinical res 
bility for mothers and babies and a of work o 
an House Officers. National scales. 
pplication — = the en “to be returned by 
10th R. WISE, 


ebruary, 
pa Superintendent. 
Saint Mary’s Hospitals, Whitworth Park, Manchester, 13. 
pe perenne Ban yi Bann gy ptt er HOSPITALS. 
SAINT MARY’S Applications invited for 
3 posts of SENIOR HOUSE “OFFICER Gyneecology for - 
months from ist a 8. Previous ——— e sat 
medicine and Ka Recognised for R.C.0.G. 
ee Nat il scales. 
pplication 7 from the eirieet. to be returned by 
108i Sag nD A. R. W General Superintendent. 
Mary’s Hospitals, Whitworth Park, Manchester, 13. 
ma NCHESTER.. UTeS Say ER HOSPITALS. 
NCHESTER NFIRMARY, MANCHESTER, 13. SENIOR 
HOUSE OFFICER. ‘ the Department of Anzsthetics, to com- 
mence on Ist June, 1958. Whole-time, resident . intment for 
6 months, renewable for a second and possibl rd 6 months. 
Application form obtainable from the Secre' > te be returned 
by 22nd February, 1958. 
MANCHESTER baal ey = ean hamiieniie JEWISH HOS- 
PITAL. (Non-sectarian app lications are invited for 
the resident post 0 of SkNIOn H HOUS OFFICER in Medicine. 
Vacant 19th 
Applications, woth oie of 2 referees, by 10th February, 1958, 
to Group Secretary, North Manchester Hospital Management 
Committee, Crumpsall Hospital, Manchester, 8. 
MIDDLESBROUGH GENERAL HOSPITAL. Ayresome 
Green-lane, MIDDLESBROUGH, TEES-SIDE HOSPITAL MANAGE- 
MENT COMMITTEE. pupbeenene are invited for the appointment 
of SENIOR HOUSE OFFICER (orthopedics). The post, which 
be vacant about 12th February, is rec 
F.R.C.S. examination and will include some duties in the 
Casualty a en is under the supervision of a full- 














= Senior Casualty Offi 
gegen oe age) stating oF a ualifications and experience, 
toaer er with the names of 2 re: — should be sent, as soon 


as possible, to the Hospital Secre 
MIDDLESBROUGH (near). HEMLINGTON Nearrrae. 
oaaeaeeh HOSPITAL MANAGEMENT COMMITTEE. SENIO 
HOUSE OFFICER eres for Neurosurgical Department of a 





Beds. Post offers wide experience in neurology. No previous 
ee necessary. 

Appecetions, with names of 2 referees, to be sent to the 
prada Secretary. 





WCASTLE REGIONAL HOSPITAL BOARD. Regis- 
TRAR OBSTETRICIAN AND GYNACOLOGIST, whole-time, 
Tees-side Group of h tals. Main hospital, Middlesbrough 
Maternity (80 Beds). obstetrical and gynseco- 


ation available. 
Applications, with dresses of 3 referees, to 
Senior Administrative Medical Officer, onal Hospital Board, 
pee roo arate ae ee a4 14 days. 
GIONA is- 
TRAR PSYCHIATRIST wished am, St. Mary’s * Hospital 
ES) nm, Morpeth (856 Beds). 8 ~ accommodation avail- 
able. arried person may live out arrangement, if near 
hospital and prepared to sleep in when on on duty 
ment offers experience and t 
es, — le for the appointee to — the urham a University 
. course. Further postioninss oe m ae 
Ma with names and addresses of 3 referees, 
nae mal Psychiatrist, Newcastle Regional Hospital ay 
Benfield-road, Newcastle upon Tyne, 6, within 14 Pa 
NOTTINGHAM CITY HOSPITAL. (811 Bed Applica- 
tions are invited for the post of SENIOR HOUSE ) OFFICER 
(medical). The appointment will be for 1 year. 
Applications, stating age, sationaiitey qualifications and 
ex lence, together with copies of not more than 3 testimonials, 





to sent immediately to the Hospital Secre' , City Hospital, 
Hucknall-road, Nottingham, from whom p: culars may be 
obtained. 
NOTTINGHAM GENERAL HOSPITAL. PRICER (came 
are invited for the post - eg fe HOUSE OF 

4th February. ieaceens 


aity), duties to commence about 1 
> Post offers wide pone of 


qualifications ont 
» to be sent to 


for F.R.C.S. 
ees stat: ing jee nationality, 
ee 2 ee th c pies of testimonials. 
tary, General Hospital, Nottingham. 


— : 





SENIOR HOUSE OFFICER (surgical), vacant 15th March, 


The are tenable for 6 months or a ent. 
Apoties ions, with copies of 2 testimo: yh Fay be cont to 
the tary, Nottingham Children’s Hospital, Chestnut-grove, 
Nottingham. 
NANTWICH. BARONY,HOSPITAL. Junior om 
pee OFFICER (resident or non-resident), tem: 
required for duties in Department of Psyc ry (93 
) which my a very active unit, including outpatient clinics and 
outpatient treatment centre. rsonal supe! ion and 
by Consultant Psychiatrist. Good experience available in 
methods of treatment. Quarters for a le person are available 


at the Hospital. 
Applicat: a, stating . qualifications, &c., with names of 2 
he Group _ Secre » South Cheshire 


poms — to 
Hosp: fT Ras Committee, Barony Hospital, Nantwich, 


NEWBURY DISTRICT HOSPITAL, Newbury, Berkshire. 
Beds. READING AND DISTRICT HOSPITAL MANAGEMENT 
pach Applications are invited. from 
tioners for the appointment of RESIDENT SENIOR 
—— OFFICER (general faery ry ); married quarters available. 
ite, stating age, 4 qualifications with dates, nationality and 
resent ost, toget er with the names of 3 referees, to Group 
District Hospital Management Com- 

euttioe, Reading. 








and 
, Craven-road, 
sda ( NTAL 

D ASHHURST CLI 7. are invi' for the aah of 

SENIOR HOUSE OFFIC Previous ase = House 
Surgeon or Ph wine | Previ pas papeanetese 

unnecessary. e — appointed k pi in the 

insulin therapy clinic and with a Senior Consultant at owe mt 

clinics. There are ample facilities for uate study in a 


teaching ning Gene meral aa £819 10s. p.a. 
0 Apply hysician-Superintendent, Littlemore Hospital, near 


UFFIEL i 
INGTON, OXFORD. Apoliosinons are invited from "suitably 
qualified persons for a NIOR HOUSE OFFICER grade 
appointment from ist March, 1958. 
Apetestions, with names of referees, to the Secretary as soon 


OXFORD. UNITED OXFORD HOSPITALS. Appii: cations ne 
invited for the post of HOUSE pe eg in the Oxford Eye 
i fect 


Hoe Sone stat yd pon Hv ome ont d 
ions, one ms and e 
r with names arg nage, to the A tor Radelitte 
I , Oxford, by 15th February, nase 
L i 


L. Senior 
HOUSE OFFICER _(pecdiatries) required to co 
March, 1958. Charge 


mmence 
beds. Good general 
experience ae and infectious 
Applications, stating full iculars and names o! 
be sent as soon as possible to the Secretary, Men ecial I'Hocpital, 
Bore 
OTT 1 LA ouse 


1ON T 
PHYSICIAN (resident, Male), post vacant 7th February, 1958. 
Reeegunaive pre-registration post which offers excellent experi- 


mce. 
Applications ‘should be sent to the Group Secretary, Plymouth 
Special Hospital ment Committee, 8, Nelson-gardens, 
Stoke, Plymouth, Devon. 
L RAL HO oole, 
Rocneaneeeian AND EAST DORSET HOSPIT. MANA 
Applications are invited for the » eppelamaat “ot 
RESIDENT MEDICAL REGISTRAR. rae 0 am which is 
ones a, 1 year in the first instance, is n 
of application are Tr from = tne Ges Group secomey 













Hospital Management Committee Office, Royal Vi 

=. Gloucester-road, Boscombe, Bournemouth, and should 
turned to him within 14 days of the appearance of this 
advertiboment, 

P L mt it — oole, Dorset. ( eds.) 
BOURNEMOUTH AND EAST DORSET HOSPITAL a cone 
MITTEE CASUALTY OFFICER (Senior House Officer 2 sonia’, 
15th February, Resident or non-resident. Post table 


for persons for er diplomas. 
Applications to banca 
PORTSMOUTH OUP HOSPITAL ANA N 
MMITTEE. 
(1) Saint Mar AY | a ~~ tal 
HOUSE SURG (pre-registration ). 
eh Wien y t4 1 38. 


| Portsmouth Hospital 
ag USE XU RGEON (pre-registration). 


(3) Queen Alexandra —s 
HOUS aS pre-registration ). 


Vacant now and 
Vacant 14th March, 


Vacant 12th 


ications, stating experience ualifications, 
er with. the : nomee oF 3 referees, Mshould ia ‘be torwarded as 


ble H. Hurst 
St. *s Hospital, Milton-road, Portsmouth. 


Recognised f the F. R.C, S.) MEDWAY 
bn a : RESIDENT. SURGICAL 


OFFICER (general peey ) required f post it Ist March, 
‘or vacan 

1958. The appointmen . paded as Senior House Officer, will be 

for 6 months in first instance, renewable for a maximum of 


ears. Salary £819 10s. , leas £150 pa. for residential emo: uments. 
particulars 3 referees, 


2y 
\ ppileaninen and names of 
to the Hospital Rawk. 
45 
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ROCHESTER, KENT. ST. BARTHOLOMEW’S HOSPI- 
Sake MEDWAY AND GRAVESEND HOSPITAL MANAGEMENT COM- 
TTEE. Applications are invited for the post of CASUALTY 
OFFIC ER (Senior House Officer grade) (1 of 2 in the depart- 
ment) which offers excellent experience with fractures and 
emergency surgery and presents facilities for study. Recognised 
for F.R.C.S. Post vacant now and tenable for 6 months or 1 year. 
Salary £819 10s. p.a. 
Applications, stating age, nationality, qualifications and experi- 
ence, with recent testimonials, to Hospital Secretary. 
READING AREA DEPARTMENT OF MEDICINE. 


READING AND DISTRICT HOSPITAL MANAGEMENT COMMITTEE. 
Applications are invited from registered and provisionall 

registered peas practitioners for 2 posts as RESIDENT 
HOUSE PHYSICIAN, vacant Ist March, 1958, for a period of 


6 months. eee candidates will be required to carry out 
duties at the following Reading hospitals: Royal Berkshire 
ae (397 Beds), Battle (374 Beds), and Prospect Park (104 
3eds ). 

Write immediately, 
nationality, present post, 


qualifications with dates, 


stating age, 
recent testimonials, 


with copies of 2 


to Secretary, Royal Berkshire Hospital, Reading. _ : 
READING. BATTLE HOSPITAL. (391 Beds.) Reading 
AND DISTRICT HOSPITAL MANAGEMENT COMMITTEE. Applications 


are invited from registered medical practitioners for the post of 
RESIDENT JUNIOR HOUSE SURGEON in the Accident and 

= hopeedic Department. F.R.C.S. recognised. Also casualty 
uties. 

Apply, stating age, qualifications with dates, nationality, 
present post, with copy of recent testimonial, to Secretary. 
READING COMBINED HOSPITALS. Area Department 
OF OBSTETRICS AND GYNCOLOGY. (100 Beds.) Applications are 
invited from registered medical practitioners for the resident 
post of HOUSE SURGEON to the above Department. The 
appointment, which is vacant on 19th February, 1958, is for 
1 year, with 6 months’ gynecology at the Royal Berkshire 
Hospital, and 6 months in the maternity unit at Battle Hospital. 
Both appointments are recognised for the Diplomas of the Royal 
College of Obstetricians and Gyneecologists. 

Write, stating age and qualifications with dates, nationality 
and present appointment, with copy of 1 recent testimonial, to 
Secretary, Royal Berkshire Hospital, Reading. 

READING. ROYAL BERKSHIRE HOSPITAL. (397 Beds.) 
READING AND DISTRICT HOSPITAL MANAGEMENT COMMITTEE. 
Applications are invited from registered and provisionall 
registered medical practitioners for the resident post of HOUS 
PHYSICIAN in the Pediatric Department, vacant Ist March, 
1958, and tenable for 6 months. 

Write, stating age, = ifications with dates, nationality, present 
post, with copies of 2 recent testimonials, to Secretary. 
READING. ROYAL BERKSHIRE HOSPITAL. (397 Bods.) 
READING AND DISTRICT HOSPITAL MANAGEMENT COMMETTE: 
Applications are invited from —— and provisionall ly 
registered medical practitioners for the resident post of HOU: 
SURGEON, vacant Ist March, 1958, and tenable for 6 months. 

Write, stating age, qualifications with dates, nationality, 
present post, with copies of 2 recent testimonials, to Secretary. 
= ROYAL ALEXANDRA HOSPITAL. (138 Beds.) 

Applications are invited for the appointment of a CASUALTY 
OFFICER (Senior House Officer grade) at the above Hospital. 
Post recognised for F.R.C.S. Successful applicant will be required 
to commence duties Ist March, 1958. 

Applications, stating age, qualifications, experience and 
nationality, accompanied by copies of 2 recent testimonials, 
should be sent to the Group Secretary, Clwyd and Deeside 
ee Management Committee, “ Rhianfa,’’ Russell-road, 

thyl. 

ROCHFORD, ESSEX. GENERAL HOSPITAL. (620 Beds.) 
HOUSE PHYSICIAN (pre-registration) required, to commence 
duties on Ist March, 1958. 

Applications, &c. (1 testimonial only necessary from pre- 
registration applicants seeking first appointment), to be sent to 
the Secretary at the above Hospital, by 10th February, 1958. 
ROMFORD, ESSEX. OLDCHURCH HOSPITAL. (722 
Beds.) RESIDENT HOUSE SURGEON required immediately. 
Open to either pre-registration applicants or to fully registered 
ay titioners. 

Apply immediately to Group Secretary, Romfdérd Group Hos- 
pita. anagement Committee, Oldchurch Hospital. 











SALISBURY GENERAL HOSPITAL. Applications are 
invited for the as of RESIDENT HOUSE SURGEON/ 
HOUSE PHYSICIAN to run consecutively in this order 
for a period of 6 months in each post. The post is open to 
pre-registration candidates. 

Apply, naming 2 referees, to Group Secretary, Salisbury Group 
Hospital Management Committee, Odstock ospital, Salisbury. 
SCOTLAND. EASTERN REGIONAL HOSPITAL BOARD. 
General Medicine. STRACATHRO HOSPITAL, BRECHIN. Applications 
are invited for the post of REGISTRAR in Medicine at Straca- 
thro Hospital, Brechin (a general hospital of 676 Beds—150 
medical). Salary and conditions of service in accordance with 
national agreement. 

Further particulars and forms of yy from the Secretary 
to the Board, 430, Blackness-road, Dundee, with whom applica- 
tions must be lodge d not later than 14th February, 1958. 


SCOTLAND. SOUTH-EASTERN REGIONAL HOS- 
PITAL BOARD. REGISTRAR to the Respiratory Diseases Unit 
for the period of 1 yom in the first instance. Duties will be in the 
first place with the Professorial Unit of the Department of 
Tuberculosis and Diseases of the Respiratory System, University 
of Edinburgh, working in the Royal Victoria Hospital and 
Associated Hospitals Group. The post will involve work with 
both tuberculosis and non-tuberculous diseases of the chest and 
the holder will be expected to assist with teaching and research. 
Apply, givi particulars of age, qualifications and previous 
experience, and the names of 2 mz. to the Secretary, 11, 
Drumsheugh-gardens, Edinburgh, 3, by 23nd February, 1958. 
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SCOTLAND. SOUTH-EASTERN REGIONAL HOS- 
PITAL BOARD. REGISTRAR in Medicine at the Royal Infirmary 


Ist June, 1 bh, for duties in the cardiological unit, vacant on 
st June 

pply, givin postientons of age, qualifications and previous 
pe. lence, and the names of 2 referees, to the Secre ° 


Drumsheugh-gardens, Edinburgh, 3, by 22nd February, 1 58. 
SCOTLAND. WESTERN REGIONAL HOSPITAL 
BOARD. ppgiications are invited for the following appointments, 
which will be for 1 _ in the first instance 


SEN TOR REGIS R in Radiotherapy based at the Western 
Infirmary, Gl 


—— REGIS arian in Ophthalmology based at the 





Glasgow Eye Infirmary 
SENIOR” R GISTRAR “in Coethehnethegy based at the 
ilasgow Mwy thalmic Institut 
SENIOR REGISTRAR in Peyohiatry based at Stobhill 


yeneral Hospital, Glasgow. 

REGISTRAR in Psychiatry based at Riccartsbar Mental 

ospital, Paisley, Renfrewshire. 

—— in Pathology based at Stobhill General Hospital, 

a 

sulbeetione (12 csetes), stating date of birth, qualifications, 
ann ence, present pe intment, and the names of 3 referees, to 
reach the Secretary, Western Regional Hospital Board, 64, West 
Regent-street, Glasgow, C.2, by 15th February, 1958. 
SHEFFIELD, 5. CITY GENERAL HOSPITAL. Applica- 
tions are invited for the resident (pre-registration) post of 
HOUSE SURGEON in Orthopedics. 

Applications, giving full details of age, nationality, qualifica- 
tions, present and previous appointments with dates, a the 
names of 2 persons to whom reference ma 
forwarded to the Group re , She 1 Hospital 
Management Committee, Nether E Hospital, Sheffield, 11. 
SHEFFIELD. THE UNITED SHEFFIELD HOSPITALS. 
BOARD OF GOVERNORS and SHEFFIELD REGIONAL HOSPITAL 
BOARD. Reciprocal training scheme for Senior itrars. 
Whole-time SENIOR REGISTRAR in General meine 

cation is desirable. Appoint- 


required. Initial tenure at ao Royal I 
instance and renewable thereafter 


Beds). Possession of a higher qu 
ment for 1 year in first 

canenlly. Successful candidate will be transferred to the teachi 
hospitals for the second phase of the aes prmer in acco’ 
ance with arrangements under the recip training scheme. 
Renewal of appointment and transfer to the teaching hospitals 
will be subject to satisfactory work and progress. 

Further details and form of application from the Senior 
Administrative Medical Officer, Sheffield Regional Hospital 
Board, Old Fulwood-road, Sheffield. Forms to be returned 
by 17th February, 1958 
pn pg LD. WHARNCLiFFE HOSPITAL. (129 Beds. 

FFIELD REGIONAL HOSPITAL BOARD. Whole-time SURGICA 
REGISTRAR with additional orthopedic duties req 
immediately. Single accommodation available. Appointment 


for 1 year in first instance. 

Apply to Secretary, Sheffield onal Hospital Board, Old 
Fulwood-road, Sheffield, by 10th February, 1958, giving age, 
nationality, qualifications, present and previous appointments 


with dates, naming 3 referees. 
SHOREHAM-BY-SEA, SUSSEX. SOUTHLANDS HOS- 
PiraL, Locum REGISTRAR (obstetrics and gynaco logy) 
— from 14th to 3lst March, 1958, inclusive. 
ply Hospital mm Southlands Hospital, as soon as 
some. AKTON, Group Secre 
Worthing Group Hospital Management Committee. 
SHOTTS, CANARRSHINE. HARTWOOD MENTAL HOS- 
PITAL. Applications are invited for the —- of JUNIOR HOS- 
PITAL MEDIC ‘AL OFFICER at the above Hospital , 4 be 
Beds. The appointment is subject to the 1 National ealth Se 
salary scale and conditions 
Applications, with full details, should be sent to the Physician- 


Superintendent. 
SHREW SHELTON MENTAL HOSPITAL. 
JUNIOR HOs- 


SHREWSBURY. 
(1000 Beds.) SHREWSBURY HOSPITAL GROUP. 
Appointment for 1 year in first 
Recog- 


PITAL MEDICAL OFFICER. 

instance. Single residential accommodation available. 

.M. Associated outpatient clinics. 

Applications to Medical Superintendent. 

| Ane Mh ay ont ff HOSPITAL. Senior 
neral surgery) required 

The pay of the post is for 1 year in 


qualifications and e 1 ey 
sent 




















SIDCUP, KENT. 
HOUSE OFFICER ( 
from ist March, 1958. 
ae first instance. 

pplications, stating a 
socal er with names and addresses of 2 referees, shoul 
to the Secretary. 
SIDCUP, KENT. 
HOUSE OFFICER (casualt 





“QUEEN MARY’S HOSPITAL. Senior 
and orthopedic) required early 
February, 1958. The successful applicant = serve 3 months 
in the Orthopedic Department and 3 months as Casualty 
Officer. The post is recognised under the "Fellowship Regulat- 
a as one giving the required period of 6 months’ casualty 





cations, stating . qualifications and experience, 
«Appl with names and addresses of 2 referees, should be sent 
to the Secretary. — 
SOUTHAMPTON CHEST HOSPITAL. (252 Beds.) 


SENIOR HOUSE OFFICER required, to be eg yee for 
Infectious Diseases Unit. The duties are such as to suit a candi- 
date reading for higher examinations. The Unit is sited at a 
Hospital possessing up-to-date tuberculosis and thoracic cal 
units, whilst the Southam ton Group of hospitals as a whole 
affords excellent opportunities for study and experience in all 
branches of medicine. 

Applications, together with copies of recent testimonials, 
should be forwarded as soon as ‘ible to the Group Secretary, 
Southampton Group Hospital Committee, Bullar- 
street, Southampton. 


ment 
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SOUTHAMPTON. Bane Aden os HANTS HOS- 
PITAL (274 Beds) and SOUTHAMPTON NERAL HOSPITAL (471 
Beds). SENIOR HOUSE OFFIC ER “CE. T.) re 
February. This post is recognised for the F.R.C.S. (Eng.) 
and D.L.O. examinations and provides experience in all branches 
of E.N.T. work. The Group includes a diagnostic and distribut- 
ing hearing-aid centre. 

Applications, with copies of recent testimonials, should be 
forwarded as soon as possible to the Secretary, Southampton 
Group Hospital Management Committee, Bullar-street, South- 
ampton. 

SGUTHAMPTON. SOUTH HANTS HOS- 
PrraL. (274 Beds.) RESIDENT HOUSE SURGEON required. 
tration candidates eligible. 

ADD cations, with copies of recent testimonials, should be 
forwarded to Group Secretary, Southampton Group Hospital 
Management Committee, Bullar-street, Southampto: 
pede 4d i ROYAL SOUTH HANTS HOS- 
e7t Ale (274 Recognised for F.R.C.S.) ORTHOPACDIC 


oe 











Beds. 
OUSE SURGEON (post recognised for pre-registration service 
and tenable for 6 months). The Hospital o the centre re which 
all trauma from a large industrial town and port is directed, thus 
providing excellent experience in the treatment of traumatic 
eee patients with orthopedic conditions are drawn from 
a wide are: 

Applications with copies of testimonials, should be sent as 
soon a8 possib ible to the Group Secretary, Southampton Group 
Hospital Management Committee, Bullar-street, Southampton. 
SOUTHAMPTON. ROYAL SOUTH HANTS be gy pele 
SOUTH WEST METROPOLITAN REGIONAL HOSPITAL BO. lica 
tions are invited for the post of ORTHOPAZDIC REGIS AR 
to a team of 3 Orthopedic = ons at the above Hospital. 
This Hospital is the centre to wh all trauma cases from a large 
industrial town and port are Shected, thus providing excellent 
experience in the treatment of traumatic conditions ; patients 
with orthopedic conditions are also drawn from a wide area. 
The successful candidate will be required to perform clinical 
duties at peripheral hospitals. The post, which becomes vacant in 
March, is recognised for the Fellowship. 

Forms of application may be obtained from the undersigned, 
to whom they should be returned by 12th veormeey, 1958. 

FRANK JENNINGS, Group § vy f 
Southampton Group Hospital Mneoenens Yommittee. 

Bullar-street, Southampton. 
SLOUGH, BUCKINGHAMSHIRE. UPTON HOSPITAL. 
AN ESTHETIC REGISTRAR, resident, required, with duties 
at other — in the Group. Post recognised *-, D.A. and 


F. . een R.C 
oF * application from and returnable to Secretary, 
Wile Hospital Management Committee, Alma-road, Windsor, 
by 15th February. 
SLOUGH, BUCKINGHAMSHIRE. UPTON HOSPITAL. 
Resident Locum ANACSSTHETIC REGISTRAR required 
9th February—lst Marc 
Applications, with hames of 2 referees, to Secretary. 
SOUTH BRENT, DEVON. gf satiate es 8 CHEST HOS- 
PITAL. Applications are invited from registered medical practi- 
tioners for the post of ASSISTANT MEDICAL OFFICER 
gente Hospital Medical Officer grade) at the above Hospital. 
is is a Hospital of 128 Beds Yor the Ab. ot ynesty 
fa AFR. and includes a major thoracic surgery 
—_- een coreg available on Hospital estate. 
ppli ye | age, nationality and qualifications, 
er with names 2 referees, should sent, as soon as 
possible, to the Group wecnebery. Plymouth Special Hospital 
anagement Committee, 8, Nelson-gardens, Stoke, Plymouth. 
STOKE-ON-TRENT. CITY GENERAL HOSPITAL. 
(815 Beds.) HOUSE OFFICER (general surgery) required 
yacens, — March. Pre-registration post. Hospital recognised 
‘or 
Deiatiod applications, with copy testimonials, to the Secretary 
at the Hospital. 
STOKE - ON - TRENT. NORTH STAFFORDSHIRE 
ROYAL INFIRMARY. HOUSE PHYSICIAN required. Pre-regis- 
tration post vacant now. “ 
Detailed applications, with copy testimonials, to Hospital 
Secretary, North Staffs. Royal I Infirmary. 
SWANSEA HOSPITAL, Swansea. (413 Beds.) Glantawe 
HOSPITAL MANAGEMENT COMMITTEE. Sypplioattons are invited 
for the resident post of SENIOR HOUSE OFFICER in the 
Traumatic ~~ Orthopedic pores ¥ _. above ns for 6 
The post recognised under the F.R oe ‘or 6 
months’ aA training. It offers exteptio experience in 
all aspects of traumatic - as in a large industrial 
centre and port 
Applications, ‘stating age and experience, ther with copies 
of 2 recent testimonials, 5 should he be forwarded to the Hospital 
Secretary. T. E. Jones, Group Secretary. 


























TAPLOW, near MAIDENHEAD. CANADIAN 
CROSS MEMORIAL HOSPITAL. nig ANESTHETIC 
REGISTRAR required. Post recognised for F.F.A. R.C 
Application forms obtainable from and returnable to ae 
Windsor Group Hospital Management Committee, Alma-road, 
Windsor, by 8th February. 
TORQUAY. TORBAY HOSPITAL. (166 general beds.) 
RESIDENT HOUSE OFFICER (s ical), Male or Female, 
uired ediately. Post recognised for F.R.C.S. and pre- 
tration purposes. There is a complement of 6 Resident House 





voit Bplieations, stating qualifications, acthonsiite, 20 

er with copy a (quoting reference onnibasen to 
ee Group Tentee Hoa, orquay District Hospital Management 
Committee, Torb: ospital, Torquay, S. Devon. 
TUNGRIDGE WELLS (near), PEMBURY HOSPITAL, 
PEMBURY. lications invited for appointment of SENIOR 
ORTHOPED ‘HOUSE SURGEO AND CASUALTY 
OFFICER (Senior House Officer grade) to begin duties as soon 
as possible. Recognised F.R.C.S. (Eng.) aaa tenable for 1 year. 
Work includes pene of long and short stay cases and 
traumatic s ‘ry with large Outpatient and Fracture Clinics 
under 2 Co tants. 

Apply, stating , qualifications and experience, together 
with testimonia to Group Secretary, Sherwood Park, 
5 -road, Tunbridge Wells. 

Ltn nggreen GROUP HOSPITAL MANAGEMENT COM- 
TTEE. Appli —— invited for appointment of GERIATRIC 
REGISTR- with established geriatric yyy | under con- 
trol of Consultant Geriatrician. Duties at John’s, Mount 
Pleasant and Hillingdon Hospitals. Post Ke ‘Saat March. 

Candidates may visit Hospitals by appointment with Group 
Secretary from whom application forms are obtainable and re- 
pers ony to at The Furze, Pield Heath-road, Hillingdon, Middle- 
sex, by 10th February. 
ubiieedions in PINDERFIELDS GENERAL HOSPITAL. 

wppoetians. invited for position of SENIOR HOUSE OFFICER 
Phoracic S urgery Department. Salary £819 10s. p.a. £150 p.a. 
aaa for accommodation. 

Written applications, giving pe personal particulars, details of 
experience, and 2 names addresses for reference, to W. 
BowrinG, Group Secretary, Pinderfields General Hospital, 
Wakefield. 

WAKEFIELD. PINDERFIELDS GENERAL HOSPITAL. 
HOUSE OFFICER required for Orthopedic Surgery Depart- 
ment. Salary £577 10s. p.a. A charge of £125 p.a. miele for 
accorhmodation. 

Written applications, giving full personal particulars, details 
of experience, and 2 names and addresses for reference, to 
W. BowrinG, Group Secretary, Pinderfields General Hospital, 


Wakefield. 
ANOR HOSPITAL. (333 Beds.) Gynaeco- 


WALSALL. M 
LOGICAL AND hg SF yy quart SURGEON. Post 
d for D.Obst.R.C Bod eet aoe. 


recogn: 

Applications to Group ‘Score retary W ital Manage- 
ment Committee, General a cister onl paepitele Walsall. 
WARWICK (near). RAL MENTAL HOSPITAL. 
(1400 Beds.) SEN ion’ HOUSE OFFICER. Neurosis unit, 
adult and child psychiatry clinics, departments of electro- 


qnoephaiegraphy, — 2 therapy, psychology and social 
work. Recognise r DP. Accommodation available. Post 


vacant. 

Applications, with names and addresses of 3 referees, to 
Medical Superintendent. 
WATFORD 3 Beds.) Aavtications PEACE my we pe} 


























HOSPITAL. (208 Beds.) Applications are invited a AY post of 
HOUSE SURGEON. a the ne pw Hospital. 
g F.R.C.S. aiiey oetaalion 


tion and 
to the Nitional Health Service 
Ap Pantious, with copies of recess testimonials, to the 


A 
LaLa a, tae 8 HERTFORDSHIRE. PEACE MEMORIAL 


HOSPITAL. ASUALTY OFFICER eee House Officer). 


Modern settee emplo ty full-time Casualty Officers. 
i d for F.R.C.S ident or non-resident. Vacant 
end Feb 


ruary. 

Applications, with names of 2 referees, to the Administrator. 
WEST DORSET yn oy" Rann ab bn MANAGEMENT 
onmeertte. ant i wae lero ' LITAN gene meanest, 
BOARD ee paeet 
for Weymouth Hospitals, based at eymouth and "Rhuriot 
Hospital. Post vacant 1st May, 186s, and tenable for 12 months, 
with possible renewal for - Salary according 
opposer aaee-aleet 10s. p. “ -» with deduction of £170 p.a. 

residen’ 

Application form, returnable by Yo February, 1958, from the 
Group Secre 7 West Dorset Hospital Management Committee, 
Damers-road, ster, Dorset. 











a AND DISTRICT HOSPITAL MANAGEMENT 
A ee invited for the appointment of SENIOR 
HOUSE SE OFF ER as Casualty Officer and Orthopedic House 
nm at —y y Western Hospital, Swindon. Post 
by R.C.S. for 6 months of year’s training Lag a 
regulations. Work of Accident and Orthopedic ont, 
associated with Nuffield Ortho; ic pyr ar (Wingtield” Me Morris 
Orthepeedic Hospital), | Seerrs. cludes of indus- 
trial uries. Salary £ 10s. p.a., less charge for residential 





pa B 

Full de ee eens sa me eeee te eearneys 7, Okus-road, 
Swindon, Wiltshire 
Phen ae ee MAIDENHEAD. CANADIAN RED 
CROSS MEM HOSPITAL. Applications are invited for the 
of HOUSE PHYSICIAN for h in Juvenile Rheumatism, 
vacant 15th February. Post offers scope for those interested in 
research, | seme rheumato! or cardiology 

Applica’ ions, stating age, q ications onde experience, with 
dates, with copies of 2 testimonials, to Secretary. 











WESTON-SUPER-MARE GENERAL aggre > a 104 

pplications are invited from duly q 

practitic titioners for the pre-registration appointment (resident) of 
OUSE GEON. Immediate vacancy. 
qualifications, 


Aves tne stating age, her with names 
and addresses of 2 referees, should be ad to the poe SemEREY 
Weston cape ear Hospital a 

YMOUTH AND DISTRICT is.) 
HOUSE SURGEON (Male or Female) ) required ‘or resident, 
= — post, ven ie Jae 19 mM ‘and “tena ble for 

‘or F.R. 


»_ Applications, stat stating age, pan ona together. with copy 
to Group Secretary, West Dorset 
ment Oot mee Demers-reeé road, Do hester, Dorset, immediate . 


HOUSE. SURGEON. pre- aegtihahion ; 
Applications, with names of 2 re Secretary, Wigan 


ferees, to 
4 h Hospital Management Committee, Knowsley House, 
47 
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WIGAN (near). WRIGHTINGTON HOSPITAL. Resident 
ov i HOSPITAL MEDICAL OFFICER or SENIOR 
SE OFFICER required. 345 Beds, adults and children. 
Major ALA, chest, renal and orthopedic, by visiting surgeons 
from Manchester and Liverpool. 
Apply to Secretary, giving 2 references. 





WINCHESTER. ROYAL HAMPSHIRE COUNTY HOS- 
PITAL. (32% Beds.) HOUSE PHYSICIAN (post-registration) to 
the Pediatric Department. Vacant 18th March. Preference will 
be given to applicants wishing to specialise in peediatrics. The 
department is rec sd for the D. 

Gpplisetions, © with copies of 2 testimonials, to the Group 
Secretary. 
WINCHESTER. ROYAL HAMPSHIRE COUNTY Hos- 
PITAL. (327 Beds.) HOUSE SURGEON (post recognised th 
Royal OK of Surgeons) required for géneral surge! — oy A. wit. 
some E.N duties. Approved pre-registration post. 
28th February 

Applications. with copies of 2 rertimonials. to neues wecrotary: 
WINDSOR. KING EDWARD Vii OSsPIT AND 
UPTON HOSPITAL, SLOUGH. RESIDENT OBSTETRIC 





AND 
GYNAZCOLOGICAL REGISTRAR required, resident at the Old 
Windsor Unit of the former hospital. Preference given to holders 
of D.Obst.R.C.0.G. Post offers cope to _ considerable 

rience, there being 58 maternity beds and 36 gynecological 
beds with weekly outpatient clinics. 

Application forms m and returnable to Secretary, Windsor 
Group Hospital Management Committee, Alma-road, Windsor, 
by 15th February. 

WOLVERHAMPTON. THE ROYAL HOSPITAL. (An 
Associated Hospital of the Birmingham University Medical 
School.) HOU SURGEON (pre-registration) req d. Post 


vacant immediately. 
Apply, giving age and qualifications, with copies of 2 testi- 
(An 


monials, to the Gospelery. 
WOLVERH 4 Ate] big: ROYAL HOSPITAL. 
rmingham University Medical 


Associated Hospital the 
School.) HOU Ri OFFICER pose registration ) '' N.T. Depart- 
d for the D.L.O. and F.R.C.S. examinations. 


ment. Post 
Vacant Ist March. 

and qualifications, with copies of 2 testi- 
mo is, to the Secretary. 











ply, giving age 





vee — HOSPITAL (An 
Associated ompitel the ay am University Medical 
School.) Ant R HOUSE oFrie ER (general surgery). Post 
vacant immediately. 
Apply, giving age and qualifications, with copies of 2 testi- 
monials, to the Secretary. 
HARTS HOSPITAL. 


(100 Beds.) SENIOR HOU SE Lh bot ER required. The Hos- 
pital is a modern Sanatorium with Area Chest Clinic. ‘The 

~ ME he ye for gaining experience in tuber- 

diseases of the chest. Accommodation for single 

come only. Salary £819 10s. p.a. less £150 p.a. for board, 


Applications, with copies of 2 recent testimonials, should be 
sent tely to Secretary, +g cap Hospital Manage- 
ment Committee, Langthorne-road, E.1 
bctaperntey hh ne (near). POWICK eESITAL plica- 
are invited for the post of JUNIOR HOSPITAL MEDIC AL 
OFFICER (resident or non-resident). The post offers experience 
in all branches of psychiatry, including all forms of modern treat- 
ment and outpatient clinics. The Hospital has a high admission- 
rate, is recognised for the D.P.M., and has associated Child 
Guidance Clinics and a Mental Deficiency Institute similarly 
A psychiatric hostel for women patients going out se 
daily work and a social therapy outpatient unit shortl 
opened. Facilities to im sag at the Birmingham Medical Sc: A 
for instruction in neurol rology 
Applications, with full details and the names of 2 referees, to 
be forwarded to the Medical Superintendent. 
Semen MILITARY HOSPITAL (Civilian Wing). (60 oe) 
SENIOR HOUSE OFFICER req from_ 8th March, 
a or non-resident. There are 30 general ay 
30 med The Hos —— is eavsctehed wit. the Our County 
Hospital, a general hospital of 269 Beds, where relief casualty 
and emergency work and relief work for house su ns a 











ded. 


Applications, stating age, nationality, experience, qualifications 
and names of 2 referees, to Group Secretary, York A and 
> meets Hospital Management Committee, Bootham Park, 
ork 





.W.l. UNIVERSITY COLLEGE HOSPITAL OF THE 
WEST INDIES. Applications are invited for the post of REGIS- 
TRAR in the Division of Surgery at the above-named Teaching 
Hospital. The successful candidate will be required to com- 
mence duties on or about ist 3 May, 1958. The appointment wil 
age Fo UO e first instance, subject to renewal. will 

scale £900-£100-£1100 @1200-£100--21500 p.a., 
depending on previous e rience and qualifications. Unfur- 
nished one — provided at a deduction of 5% 
of salary. Return passages b SS SO Dee Sep Speen aa, 
from and to the country of recruitmen 

obtained from the Hospital 


Further information ma 
Secretary, aK. College nee oe of the 
-0., "Jamaica, to whom applications, stating 
details of Lae EE and e lence, her 
the names and addresses of 3 referees, or copies of 3 recent 
, should be ~~! not later than 22nd February, 





1 1, " equired, House Physician. 
(54-Bed neral hospital. ) "$450 “per month plus furnished 


apartmen' 
Write: Our Lady of Mercy Hospital, Mariemont, Cincinnati, 
Ohio, U.S.A. 
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U.S.A. PITTSFIELD GENERAL HOSPITAL, Orpenate 

MASSACHUSETTS, U.S.A. RESIDENT in Pathol -_200-Bed 

Hospital with nn ty ny in 

part of New Englan Summer and winter sports. « Enatish 

pathol . Medical school appointment. Successful candi 

3 have the maa! = — his at Albany Medical 
lege. Salary monthly. Passage 

Apply air mail, Dr. W. BEAUTYMAN, Pathologist. 

UNIVERSITY OF MINNESOTA MEDICAL 

ANESTHESIOLOGY he gga at the above 

. 2 or 3-year programme with clinical and _ didactic 

Seoleechtedt teak palate of enmethesia. Board approval. Positions 
ar ne covey month. 

H. VANBERGEN, M.D., Ta epesammead of Minnesota 

setical Center, Minneapolis 14, 

ADA. CHILDREN’S we Vancouver, B.C. 

: PEDIATRIC RESIDENTS required for 1-year period com- 

— Ist July, io for 83-Bed children’s acute and long-term 

and ospital. Ld. months’ credit given by Royal 

Gallows of Physicians an ba, of Canada toward certification 

in peediatrics. Remuneration $1 75 per month less $20 per month 
accommodation. accomm jon av: 

Applications, eg . qualifications, medical school, 
aopeney. marital status, accompanied by recent references 
end hotograph, ~ A, ~ forwarded airmail to Administrator, 

m’s Hospital, 250, West 59th Avenue, Vancouver, 15, 
Britian Columb 
IBADAN NIGERIA. UNIVERSITY COLLEGE HOS- 
pie The B Board of Management invite applications from 
onpert rienced medical practitioners for the appointment of 
BS — Department of Pathology, in the newly completed 
lee ckiery 


offered for the ee is: first year, £1164 p.a. 
second year, cary ets P; a. An in 


ucement allowance is oe i paren ° té 
expatriate officers of £270 DP: a. The appointment avill jally 
for 1 tour of 12 months and will be renewable by mutual agree- 
ment for a further tour. 

On Fe gil completion of the agreement a gratuity of 
£37 = s. will be paid for each completed period of 3 months’ 
service. 

An outfit giamenes ss < vt is pogaite on first appointment. 
Partly Poy cer a rovided at a rental of 84% of 
salary, and the r. _ appease will be eligible for 7 os gh leave 
in the United ie aon on full pay for each comple month 
of service in N: Nigerian officers taking leave in Nigeria 
will be entitled Tv days’ leave on full pay for each completed 


month of service. 

Free first-class passegce to and from Nigeria are provided for 
an expatriate doctor and his wife on first ap ———. vacation 
leave and on completion of agreement. Free oes pomennes assages to 
Nigeria will, in certain circumstances, be ween for non- 
expatriate doctor. 

‘andidates will be eligible for children’s allowances in accord- 
ance with Lae ape tions. 

Arrengene made to enable doctors to continue the 
Natio Health ‘Servis superannuation scheme contributions, 
bon ror of the revised and gratuity payable in such 

= Socemagane application forms. 

seen should be submitted not later than 15th February, 
bes on the ap ro forms, which will be forwarded, ther 

fonat tion, on receipt of a stamped 
AL. root » by the Adviser on Staff Recruitment, London 
Office, Unive: mq x x "aame Ibadan, 57, Catherine e-place, 


Palace-street, py 
IBADAN, NIGERIA. ene COLLEGE HOS- 
PITAL. Applications are ted from registeces medical wt 
tioners for appointment as a JUNIOR HOSPITAL MEDICAL 
OFFICER to work in the General Outpatients Department and 
th edical Service of the new teac hospital. With 
over 3000 new patients each mont, the lye ient Department 
— clinical work of great in widest possible 
varie’ 

hal ptivants should have clinical experience in all branches of 

icine —y especially pediatrics 

mThe salary off red for t the post is £1116 ae rising by 6 annual 
increments Ann rn maximum of £1428 In addition an 
inducement allowance of £270, £300 p.a. when 
the salary exceeds £1284 p.a., is sing 0 to an expatriate 


. 
appointment will be initially for 2 tours of om 12 to 18 
menthe Sraewanle by mutual consent for a further tour. 
ae lms tisfactory ——- of the agreement, a gratuity of 
£37 10s. will be paid-for each completed period of 3 months’ 


service 
An outfit allowance of £60 is payable on first ai tal ot 84 pot 
Partly furnished quarters are 


are pro Vinee oho ne of 8 
salary, "male tease 


q 

~ Ry all and 

doctor appoin be eligi pay 
for each pa month o rvice in Nigeria. rian 
doctor qualifies for 5 days’ leave for each completed month 


of service. 

Free first-class passages are provided for expatriate doctors 
and their wives on first Sppenmtnens, for vacation leave and on 
completion a the 2 a. Free first passages 
pe me Bay 2 3 circumstances, be provided for non- 

didates will be eligible for children’s allowances in accord- 

ance with existing tions. 
ments can made to enable doctors to continue their 
Natio; Health Service contributions, 
and eases will wooo of the revised 




















capeeeeeenies scheme 
salary and gratuity payable in such 


vahould tee submitt tore 

Applications s) d.be P submitted not later than 15th pebenery. 

one =e. appropriate soe. which will be forwarded, togeth 
information, receipt of an ad: 


University College 
Palace-street, London, 8. 
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Public Appointments 


CIVIL SERVICE COMMISSION. Medical Officers in 
Government Departments :— 
Ministry of Health 
MEDICAL OFFICER (limb fitting). Post for pion or Woman 
aged 28 or more on Ist January, 1958. Must be registered 
medical practitioner and experienced in ortho ic or general 
- ry. Duties prescribing and supervision of fitting of artificial 
rehabilitation and provision of other genet applian 
Ministry of Labour and National Servic 
H.M. MEDICAL INSPECTORS OF FACTORIES. 3 
jer Men or Women d 28 or more on Ist anes , 1958. Must 





tered medical practitioners preferabl ’ considerable 
postgraduate experience. Experience in in a or D.I.H. or 
acquaintance with physics in relation to applied medicine an 
advan Duties include Se to occu , one 
health o industrial workers and paving of factory 
Ministry of Pensions and National Insurance 
MEDICAL OFFICERS. 5 provincial posts (1 in peptpecl) 
for Men or Women aged 28 or more on Ist January, 1958. Mus 
registered medical practitioners with good clinical experience. 
——— in medical boarding or occupational health an 
advantage. Duties ss concerned with claims for disablement 
benefit and war pens 
nett OMOCONTOSIS | MEDICAL OFFICER post for Man or 
Woman d 28 or more on Ist January, 1958. Must be a regis- 
tered medical practitioner ge | special experience in chest work. 
— include membershi eumoconiosis Medical Panels 
ical examination R. f claimants to disablement benefit and 
suyervision of radiogra pondon) fi 
salary y= wi Be, arBas at age 35 (lower for under 
35s) to £2165 at higher for over 40s with exceptional 
qualifications. | maximum £2350. Promotion prospects, 
pot ngs ag Ba pension, 5-day week in general. Interviews in 
London, early 
Write. Civil ras Commission, 6, Burlington-gardens, 
London, W.1, for application form quoting No. 58/58. Closing 
date 14th February, 19 58. 
MINISTRY OF HEALTH Senior Medical Officer 
(London ) post for Man or Woman as 28 or more on oe J omy 
1958. ust be tered - practitioner with a Ay 
diploma in Public Health and have recent et ap as Medical 
Officer of Health or Deputy M.O.H. or comparable administrative 
experience. Duties concern Public Health and Local Authority 
Administration and onal work of National Health Service. 
Salary £2700. Promotion prospects, non-contributory pension, 
5-day week in general. Interviews London, early March. 
urlington a 
58/58 Closing 








Write Civil Service Commission, 6, 
London, W.1, for application form quoting No. 
date 14th February, 1958. 
Lor mat ee: noon orry +. BIRMINGHAM. ng pe ye 

ited fro: medical practitioners for the of 
MEDICAL OFFIC nt "tN CHARGE OF IMM UNISATION 
Male or Female). Candidates should hold the Diploma of Public 
ealth. The officer appointed be in trative ch, 
of combined diphtheria-whooping cough immunisation, B.C. 





ec bee, vad | Pa 4 Pe pedis A” ba ° rape ed are 


invite: m registe ractitioners for t tment 
of SCHOOL, MEDICAL ‘Orric : PRA AND ASSISTANT ad 
OFFICER OF HEALT he duties will co’ of 


Gobens Health Service oe Maternity and Child Welfare work 
in accordance with the National scale, will be £1050- 
1200-£55-£1475 p.a. Previous experience in a similar 
pene = will be taken into comsideration in determ: the 
commencing salary. The pecans wi will be superannuable and 
subject to termination by 3 months’ notice. 
details of the oe may be obtained from ‘ee E. K. 
MAcpOmake, Medical Officer of roan eae Principal School 
edical Officer, Grey Friars, Leices to whom paenemne 
ea be sent, on the official form, within 14 days of the appear- 
ance of this advertisement. 


TREASURY MEDICAL SERVICE. Applications are 
invited from medical practitioners, se in the districts 
detailed below, for ea Farts in a ® Pa -time and y 
pyc f capacity, as LOC TR ASURY MEDICA 
OFFICER for each of the iia iL groups of places shown. The 
town shown in parentheses after the place-names indicates the 
Head Post Office Area in which the place, or group of places, is 
situated. Successful applicants will required to examine and 
report on the condition of certain Gcascmmans Officers, teachers, 
candidates for appointment, &c., who may be referred to them 
from time to time; and to attend _— em amy - to an emergency 
ease of accident or sudden in a pre fe aa 
office in the neighbourhood ad tor this work, 

allowance where necessary, will be paid on a scale emrestl with 
British Medical Association. 

Intending applicants should write, within 14 days, to Treasury 
Medical Adviser, Treasury Chambers, Whitehall, S.W.1, for a 
form on which anpention 9 may be made. Applicants should 
be Bony more than ears of 

he places for which applicat: ons are invited are as follows :— 
ENGLAND AND WALES 

Durham and Sacristan (Durham). 

Birtley (Durham). 

Sketty, Swansea (Swansea). 

Bedworth Pemesees) 

Poynton (Stockport). 

. Bristol, 1 and 2 (Bristol). 

Crewkerne (Yeovil). 

Liansantffraid Naps 4 

Haywards Heath, Cuckfield and Lindfield (Haywards Heath). 

Staveley (Chesterfield ). 

Isleworth (Hounslow). 

= enereuse, Haverton Hill, and Port Clarence (Middles- 





rough ). 
Abbeytown and Silloth (C ee 


Pang, King Edward, pom ‘Macduff (Banff). 

D lane (Stirling). 

Clarkston, Busby and Eaglesham (Glasgow). 
NORTHERN IRELAND 

Clogher and Augher (Armagh). 

Aughnacloy (Armagh). 





sagen: and oe ainst a and infil 
and may be pa e to time, to perform general 
duties in the Public Health Department as desire: 4 the Medical 
Officer of Health. The successful candidate will be required to 
devote his/her whole time to official duties. The ap ointment 
will be subject to three months’ notice on either side. e salary 
scale for the post is £1625—£55-£1900 p.a. Medical Le 
superannuation scheme. 
Applications, with full particulars of qualifications and experi- 
— ome with the names of 3 persons to whom references 
bo made, should be forwarded to the Medical Officer of 
Health, Council House, Congrove-street, Birmingham, 3, not 
later than 12th February, yes. 
LINCOLN. COUNTY OF LINCOLN. Parts of Holland. 
A tment of DISTRICT. MEDICAL OFFICER OF 
ALTH, PORT MEDICAL OFFICER AND ASSISTANT 
COUNTY MEDICAL OFFICER OF HEALTH. Sopeconens 
are invited from persons qualified in accordance with the Sanitary 
Officers Fa London) Regulations, 1935 and 1951, for the 
mixed a intment of : 
(2) Me cal Officer of ‘Health and Port Medical Officer for the 
been of Boston (3/11ths). 
@) sitithe) Officer of Health for the Rural District of Boston 


m ye County Medical Officer of Health (5/11ths). 
vate practice 1 not be permitted. The will be 
determined at the “ae of appointment commencing at not less 
than £1600 4s. 6d. and rising on a scale to a maximum of not 
less then £1961 13s. lid. Car allowance on the prescribed scale. 
Application forme with particulars and conditions of appoint- 
ment may be obtained freus the County Medical Officer of Health, 
County Hall, Boston, to whom they —— be returned by 
8th February, 1958. H. A. H. WALTER, 
10th January, 1958. Clerk ott the County Council. 
STOKE-ON-TRENT. CITY OF STOKE-ON-TRENT. 
PUBLIC HEALTH DEPARTMENT. Applications are invi from 
MEDICAL. medical Sey for the post of ASSISTANT 
EDICAL OFFICER, mainly on the Maternity and Child Wel- 
Services. Candidates should have e rience in diseases of 
taildren and obstetrics. Coperrenes, be given for hospital 
contact with pediatrics and obstetrics. The possession of a 
D.P.H. or D.C.H. will be considered an additional qualification. 
The will be at the rate recommended ps 3 the Whitley 
Couneil th commencing salary a © rience. The 
sppcentment will be subject to the provision of the National 
ealth Services re en tions 1947, and the 
ination. candidates will be re pass a medical exam- 
Forms of aj euplication x may be obtained from the Medical 
Officer of H ealth Department, be gj eS. 
Stoke-on-Trent, and Aaoal be returned, accompanied at oa 
of not more than 3 recent testimonials, not later than Wedn 
26th February, 1958. HARRY TAYLor, Town Clerk. 














GOVERNMENT OF UGANDA. Medical Officers with 
qualifications registrable in the United oy required for 
general duties. Success candidates may to any 
station in Uganda. During earlier years of service officers will be 
—— to carry out general medical and surgical duties includ- 
arying amount of public-health administration, school 
medical work, and training of subo African medical 
In most stations, even if remote from larger towns, it is possible to 
maintain intgrest in any particular branch of medicine or surgery 
to which officer is attracted. In most stations work is based on a 
district hospital which may vary in size from a compartir ay 
— poe meeting the needs of a backward communit: _> 
— with modern facilities where specialisation 
Ca ranches of medicine, surgery and obstetrics is ae 
“R” practitioners, i.e., poaere ny A for call-up under the 
National Service Acts, may appl y to be considered and, if 
appointed, will be granted indefinite deferment of call-up on 
completion of a minimum tour of 2 years. Appointments can be on 
permanent basis, subject to 2-years —-s = poe (non- 
contribu ); or on 30-36 months’ con y (tax- 
able) payable on satisfactory completion abe service, Normals 
age is 55, but at age 45 officers may retire with full pension 
(subject to minimum of 10 years’ service). Gratuity for contract 
service is 134% of total salary drawn, not including allowances. 
Candidates from National Health Service may retain su - 
ation rights up ~ 4 —_ and ge gratuity (taxable) of 20% 
of their salary ments, ranges from £1284 to 
£2115. Starting- me termined by experience. 4 extra incre- 
ments can be given to quscenatal candidates F.R.C.S., 
M.R.C.P., and D.P.H. and other approved higher ———— 
Other allowances in accordance with curre Per- 
manent Medical Officers are eligible to be o considered for d for promotion 
to super-scale posts in Uganda and other territo: medical 
admintetration. or, or, if they possess higher Ann am and suit- 
able experience, in specialist posts. Quarters provided at rental 
varying from £21 to £78 according to size and t be 3 hard 
furniture at a rate of £12 to £24 according to 
sages for each journey are provided up to oqetvalont of re 
tourist-class air fares for officer, wife, and po oa mee ean. if, 
in the interest of Government an officer is required 
leave after a short tour of 15-18 months, there is no nie to to the 


Primary educational facilities available in all the 
Education subsidies are payable to officers, which yor from 
a _year (or half the school fees, whichever is less), for primary 
education for first child, to £190 a year (or 3/5ths of school 
whichever is less) oe secondary education for each of second an 
subsequent childre 

Application forma obtainable m Director of Recruitment, 
Colonial Office, London, S.W.1 Ree, BCD. 117/9/02). 


49 
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MIDDLESEX COUNTY COUNCIL. COUNTY HEALTH 
DEPARTMENT. ASSISTANT MEDICAL OFFICER (whole-time) 
required initially in Area 4 (Finchley and Hendon). Duties con- 
cerned with supervision of the health of mothers and young chil- 
ren and School Health Service. Diploma in Public Health or in 
Child Health, and previous local authority experience an advant- 
age. Salary £1050-£50 (3)-£55 (5)-€1475. Established, pen- 
sionable. Prescribed conditions. 
Apply, stating age, qualifications, experience, and names of 2 
referees, to Area Medical Officer, Town Hall, Hendon, N.W.4, by 
8th February, not Ist March as stated in previous advertisement. 
(Quote W.7 29TL.) Canvassing disqualifies. 
FALKLAND ISLANDS. Medical Officer required for 
gaa hospital duties in Stanley or as district Medical Officer in 
fest or East Falklands. “ R”’ practitioners, i.e., practitioners 
liable for call-up under National Service Acts, may apply and, if 
appointed, ll be granted indefinite deferment of call-up on 
completion of minimum tour of 2 years. Appointment on pen- 
sionable terms or on agreement for 3 years; or from National 
Health Service with retention of superannuation hts up to 6 
years plus gratuity (taxable) cf 20% of aggregate 
scale £880-£1180 p.a. Minimum entry point £940, with additional 
increments for experience. Small allowance paid for children ; 
minimum of 2 children to qualify. rpg pt a ————- also pay- 
able. Quarters provided—at rental of 5 % of in Stanley, but 
free for Medical Officer employed in the duties, a ene 
for officer, wife and family up to 34 passages in ery low 
income-tax. 
Application forms from Director of Rosensenama, Colonial 
Office, London, 8.W.1 (quoting BCD.117/50/( 
GOVERNMENT OF UGANDA. Sooctattot Anesthetist 
required to administer anesthetics at Mulago and Nakasero 
Hospitals, Kampala. May required to teach anesthetics at 
Makerere Medical School for which Mulago is the teaching hos- 
ages Candidates must possess medical qualifications registrable 
the United Kingdom and F.F.A. R.C.S. or a D.A. gained prior 
to November, 1953. Appointment on permanent basis with 
pension (non-contributory) or on short-term contract with 
gratuity. Salary from £2300 to £2400 a year, starting point 
determined by qualifications and experience. Pension earned 
at rate of 1/600th of final pensionable emoluments for each 
— leted month of service. Gratuity (taxable) for contract 
service is 134% of total salary drawn, not including allowances. 
Candidate from National Health Service may retain super- 
annuation rights up to 6 years and receive ny | (taxable) 
of 20% of salary after engagement. Quarters at low rental 
Items of hard furniture supplied at additional rental of £12 to 
Free passages in both directions, for officer serving 
tour of 30-36 months—i.e., 4 air passages provided for officer, 
wife and dependent children or sea passages up to cost of 3 
adult fares. European primary schools in certain centres ; 
in other centres, subsidy of £90 p.a. (or half school fees, which- 
ever is less), for education of first child outside East Africa. 
with additional subsidy of £9 for second child and £18 for third 
or subsequent child attending school at same time. Secondary 
school facilities in Kenya. ‘or a child at boarding school in 
United Kingdom (or elsewhere in Commonwealth) subsidy of 
£140 p.a. (or 3/5th of fees, whichever is less), with additions as 
above for second and subsequent children. Income-tax at } 
rates. Local leave is permissible and generous home leave is 
granted after each tour. 
Application forms from Director of Recruitment, Colonial 
Office, London, 8.W.1 (quoting BCD.117/9/035). 


General Practice 
For an Executive Council post (England and Wales) apply a. a E.C.16a 
obtainable from the council. Mark envelope ‘‘ Vacanc: 


YORKSHIRE. Applications are invited 
a VACANCY—Urban—list at present 2584. Residential and 
‘ry accommodation available for purchase. Successful 
—. icant will be required to take over on the 5th July, 1958. 
Toole on form E.C.16a to the undersigned, from whom further 
ih may be obtained, not later than 14th February, 1958. 
. H. STABLER, A.C.1.8., C lerk, West Riding Executive Council. 
y? St. John’s North, Wakefield. 
ZETLAND EXECUTIVE COUNCIL. Applications are 
invited from registered medical practitioners to fill the VACANCY 
in the medica] service area of Yell and Fetlar, Shetland Isles. 
Persons on list number approximately 1500 and there is a sub- 
stantial mileage payment available in the practice. Form of 
5 te ag and further particulars may be obtained from the 
tland Executive Council, Ba Ay with i ° Oe 
aa ‘should be lodged not later than 15th February, 


Hospital Services: Non-Medical Appointments 


BANBURY, OXFORDSHIRE. HORTON GENERAL 
HOSPITAL. oy are invited for the appointment of a 
BIOCHEMIST (basic grade), vacant on Ist April. Candidates 
should possess a science degree, preferably with honours in 
biochemistry or chemistry. 

Apply, with names of 2 referees, to the Secretary. 
CARDIFF HOSPITAL MANAGEMENT COMMITTEE. 
HOSPITAL BIOCHEMIST (Senior grade) for Grou 
Laboratory, St. David's Hospital, Cardiff. National Healt 
Service salary and conditions. 

Form of application from Group Secretary, 44, Cathedral- 


road, Cardiff 
Miscellaneous 


Doctors needed for construction projects in Persia, startin 
between now and June. 1 year contract ; longer if des 
£2200, tax-free; transportation and living expenses paid. 
Considerable free time for study if desired.—Please write to 
PeTeR BURGESS, M.D., P.O. Box 1601, Tehran, Iran. 


£18 a year. 








UPPERMILL, 




















Secsnen to compile Medical Surveys. A pharmaceutical 
mpany requires doctors to make s lised and complete 
stud ies of available literature on new therapeutic agents. 
A panel is being panes of doctors who are interested in both 
ns harmacological and clinical aspects of medicine and who 
d be interested in preparing long and wo x stu 
“Tee details of remuneration, &c., please pouty wit — a note of 
Non qualifications and Ds oy fields of —Address 
oy aes, THE LANCET Office, 7, Adam-street, Adelphi, London, 





"s MEDICAL OFFICER 
required for Middle East service by large Oil Company. 


| Preference for those with overseas experience and 








knowle of tropical work. Age about 35 and preferably 
single. Emoluments total at nee | £2250 p.a., paid home 
fully furnished air- 


leave after 2 years, nsion fun 
Seadetened osvenmmalasnnn LG, at nominal rent. 
y in detail to Box No. 1435, c/o 


yy CHARLES 
| Banicen Sons LTp., | a8 House, London, E.C.4. 











A newly created post 
DIRECTOR OF RESEARCH 


will shortly become available in EVANS MEDICAL 
SUPPLIES LTD. The Director will be responsible for 
the research to be carried out in a new research block at 
present in course of ig ~ a at ot Deeks, Liverpool. The 
Company is especially inte scientific pharma- 
ceutical development. 


Applicants should be of high scientific attainment, and 
the salary paid will be fully commensurate with these 
attainments and the responsibilities involved. , 


Applications should be made to the Managing Director, 
Evans Medical Supplies Ltd., Speke, Liverpool, 19. 











N 


Too Little Room at the Top? Young doctor beginning to 
pannel - half-way up eees,, ry - alternative with less 
crowded upper rungs, 0 jo op wee ge h> At the 
one you think) and write about medicine instead o sane 
= ty 


it. Rapid climb possible we! ht candidate with B. 
THE LANCET Office, 7, Adam-street, A Ripht 





and critical interest in medi affairs and research.— 
Address No. 367, 

London, W.C.2. 
Charity Commission. in the matter of the Charity called 
The Devon and Exeter Benevolent Medical Charity, in the 
County of Devon. 

The Charity Commissioners for Bagiend and Wales hereby 
give notice that an Order has been made by them establishing a 
Scheme for the ation of the Charity. 

Copies of the Order and Scheme can be seen between the 
hours of 9.30 a. *~ Ne 5 P.M., at the Commissioners’ Office at 
14, Ryder-street, St. James’s, Lenten. S.W.1, where copies can 
be purchased at the price of 4d. each. 
Continental Holida not mass produced. 
group travel you find our prices and perso: 
what you want. Brochure from: BUSINESS AND HOLIDAY 
TRAVEL Ltp., Grand Buildings, Trafalgar-square, London, W.C.2. 
Wiltehall 4i14. 

Doctors Koo applications, sneeee Pen led: Write to 
MANTON INSTER) LTD., 98, -street, S.W.1 
(VIC O141), who are specialists. 

“ Pregnancy Diagnosis by the Xenopus Method”, 24-hour 
servi d £2 Hi 








if you dislike 
mal service just 








ice. Send specimens of urine an 8. fee. 
Biochemistry, = Photometry.—WELBECK BIOLOGICAL 
LABORATORIES Park-crescent, Wecllantoleen: W.il 
(MUSeum 5386-7). 





eae and Duplicating. First-class work i. Loe + 

ate prices by exper rienced me cal typists. Electri 

—SyYBIL RANG, Heath-street, Hampstead, Coolant N.W.3 

(HAM 5329/0504). 

Oid medical books, 

letters, &c., wanted by a collector.—Address, 

Office, 7, Adam-street, Adelphi, London, Wicd. 

Microscopes. Highest prices paid for good modern types. 
d or bi ae Your equipment for valuation.— WALLACE HEATON 

LTp., 127, New Bond-street, W.1. 

Mr. Arthur Shaw (medical agent) will have his book 
Ponte ‘or Hire published by Robert Hale Ltd. Date of publica- 

tion be announced later. 

For Sale. Dean’s wasdetified X-ray unit 90kV-75 mA. 

Tilting table, chest stand, screen. Perfect condition. Installed 

£350.—Address No, 364, THe LANCET Office, 7, Adam-street, 

Adelphi, London, W.C.2. 

oe post as students’ adviser in adult women’s 

coll ondon might suit woman doctor.—Apply: Address 

why $e, THe LANCET Office, 7, Adam-street, Adelphi, London, 





pictures, gantowncries gotepoatn, 


43, THE LANCET 




















Experienced ee phe oe and telephone operator 
seeks ee. West End p —Address No. 366, LANCET 
Office, 7, Adam-street, PAdelphi, “London, W.C.2. 
Pregnancy diagnosis (fee wet. Specimens of urine 
accepted for test (Hog test) from doctors, hospitals and 
clinics anywhere. te available within 24 hours. Fee _ 
for hospitals and clinics. Telephone or write for details : Fam’ 
PLANNING ASSOCEATION, 64, Sloane-street, London, 8.W. L 
—_ — or we 
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what is a TONIG? 





NEARLY EVERY PHYSICIAN prescribing 
a tonic today thinks first in terms 
of either iron or vitamins. Or both; 
because the’ efficacy of iron depends 
so much on the vitamins linked with 





its absorption. 


Foremost of these are ascorbic acid 
and the factors of the vitamin B 


complex. : 

All these are presented with easily COMPOSITION 
assimilable ferrous iron in a single 

tablet of Ferraplex B. Average daily doss of sit YERRAPLEX B 
Ferraplex B tablets are easily Ferri Sulph. Exsice., B.P.......... 1 gramme 

swallowed and well tolerated. They CHRON. «60.8 nk ihe 0.049 5 2 mg. 


Ascorbic Acid (Vitamin C).......... . 50mg. 
NATURAL VITAMIN B COMPLEX EXTRACT. . 2 grammes 


prepared from brewers’ yeast and including 


provide a complete iron haematinic 
therapy for convalescents, adoles- 
cents, pregnant women and 





patients with all degrees of iron Aneurine hydrochloride (Vitamin B,) .... . 3 mg. 
detdlinen ahnaniie Riboflavine (Vitamin B,)...........- 6 mg. es 
y WS. . .c  s . c rk sn ng 30 mg. 7 


and all the other naturally occurring factors of the 
vitamin B complex. 


FER EA PLE xX BB 


COMPLETE, ACCEPTABLE 
IRON HAEMATINIC 


¢ Cc. Lk. BENCARD LTD - PARK ROYAL - LONDON - N.W.10 
601 46/2 


iii 
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Higher levels 


that of penicillin-V. 


“V-CIL-K’ is available as tablets of 125 mg. and 250 mg. 











Lilly 





ELI LILLY & COMPANY LTD. BASINGSTOKE 







*,..0ven faster 


WITH THE NEW IMPROVED PENICILLIN-V 


*V-CIL-K’ brand penicillin-V potassium is a new and 
‘readily soluble form of penicillin-V giving faster and 
higher blood levels. Fasting levels have in fact been 
shown to be even higher than those obtained with 
parenteral penicillin G in the same dosage. 


“V-CIL-K’, the oral penicillin with the parenteral 
penicillin response, is a major advance in penicillin 
therapy. The average dose is 125 mg. four times daily, 
increased in severe infections. The cost is identical with 


ENGLAND 
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